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AGING COMES OF AGE 
W. O. THOMPSON, M.D. 
Chicago, Illinois 
Editor, JOURNAL OF THE AMERICAN GERIATRICS SOCIETY 
THE MODERN CONCEPT OF GERIATRICS 


Everyone hopes to live to a ripe old age in a state of good health. People have 
been growing old for a long time, but it is only in recent years that the breadth 
and scope of the problems presented by the aging population have been recog- 
nized. Life expectancy at birth has increased for a variety of reasons including 
reduction in infant mortality, improvement in medical care in general, control 
of many infectious diseases, improved nutrition and others. It is estimated that 
by 1975 there will be between 17 and 20 million people in this country 65 years 
of age and over. 

While life expectancy at birth has been greatly increased since 1900, life ex- 
pectancy at the age of 65 has been increased only slightly. Therefore, two serious 
problems must be faced—the care of the aging population and a concentrated 
attack on the causes of aging so that ways and means of increasing the life ex- 
pectancy of people who have reached the age of 65 years may be discovered. 

Geriatrics presents a great variety of problems and must be looked upon from 
the broadest possible point of view. The care of older people concerns physicians 
in practically every special field of medicine as well as the general practitioner 
who probably sees more older people than the specialist. Even the pediatrician 
may find himself interested in the problem because as patients are followed from 
birth to old age, various causes of aging may be discovered in infancy and child- 
hood. 

Studies of the causes of aging and attempts to improve the medical care of 
older people must be correlated with developments in all other fields which con- 
tribute to the welfare of the aging population. Attention must be focused on 
economic status, housing, personnel problems particularly with regard to the 
age of retirement, rehabilitation and improvement in nursing care. There should 
be close cooperation with all groups interested in the welfare of older people. 

The causes and prevention of arteriosclerosis, heart disease, renal disorders, 
various types of cancer and the role of hormones in the aging process are problems 
which deserve special study. 
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There is no uniformity of opinion as to what constitutes old age. Most com- 
panies fix their age of retirement at 65, but there is a growing realization that 
many individuals are capable of active work beyond this age, whereas others 
are incapable of working until they are that old. The rules which should govern 
the age of retirement deserve the most careful scrutiny. It might be well for pur- 
poses of study to establish the dividing line at the age of 50 years with full reali- 
zation that regardless of which age is selected, there will be many individual 
variations. 


AMERICAN GERIATRICS SOCIETY 


It was with full realization of the importance of the problems of aging that the 
American Geriatrics Society was established 1014 years ago by Dr. Malford W. 
Thewlis of Wakefield, Rhode Island. 'The objective of the Society is the clinical 
study of geriatric problems in the broadest sense, including the study of the 
causes, prevention and treatment of diseases of advancing years, the rehabilita- 
tion of patients and the dissemination of this knowledge. 

The rapid growth of the Society from about 440 members in June, 1951 to 
1500 in June, 1952 reflects the widespread interest which has developed in the 
field and the recognition of the problems presented by advancing years. Fellow- 
ship is open to all ethical physicians in the United States who belong to the 
American Medical Association, to physicians in Canada who are members of 
the Canadian Medical Association and to physicians in other foreign countries 
who are members of corresponding organizations. 

Every effort is being made to develop programs of the highest quality for 
presentation at the time of each annual meeting. All physicians interested in the 
field of geriatrics are invited to attend the Tenth Annual Meeting which will 
be held at the Commodore Hotel in New York, May 28-30, 1953. 


THE NEW MONTHLY JOURNAL OF THE AMERICAN GERIATRICS SOCIETY 


Rapid developments in the field of geriatrics and the expansion of the Society 
have made possible the publication of the JOURNAL OF THE AMERICAN 
GERIATRICS SOCIETY. This journal has been designated the official publi- 
cation of the organization and is owned by the American Geriatrics Society. 
This is the first issue of the new journal which will be published each month by 
The Williams & Wilkins Company of Baltimore. 

The Society is very grateful to the publishers for the excellent cooperation 
which they have shown and for helping in a large measure to establish the journal. 
It is also grateful to the large number of outstanding authors who have either 
submitted manuscripts or who have indicated that they will do so within a 
relatively short period of time, and to the men who have agreed to serve as 
Associate Editors. It wishes to thank the various organizations that have shown 
their interest in the problems of geriatrics by making generous contributions to 
the Society and by using this journal as an advertising medium. 

Every physician, whether he be a specialist or a general practitioner, will 
profit from reading this journal because it will contain material covering all 
phases of geriatric medicine. 
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HISTORY OF THE AMERICAN GERIATRICS SOCIETY 
MALFORD W. THEWLIS, M.D. 
Secretary, American Geriatrics Society 
Wakefield, R. I. 


GENERAL CONSIDERATIONS 


The American Geriatrics Society was organized on June 11, 1942, at the Hotel 
Brighton, Atlantic City. Drs. John A. Bolster, Edwin B. Gammell, James M. 
Northington, Lucien Stark, and Carl A. Williams were present at the initial 
meeting, which was under my direction. Drs. Bolster and Stark have passed on. 

The purpose of the society was to encourage and promote the study of geri- 
atrics. The importance of preventive and curative treatment of diseases of ad- 
vancing years was stressed. The society has been international in scope and 
concerned chiefly with the clinical problems of old age. 

Any physician interested in geriatrics who is a graduate of a recognized 
medical school and a member of a state medical society is eligible for FELLOW- 
SHIP. Individuals holding the degree of Doctor of Philosophy, physiotherapists, 
hospital superintendents, registered occupational therapists, directors of homes 
for the aged, social and welfare workers, and other responsible lay persons are 
eligible for MEMBERSHIP. Members have no votes. 

Stress is laid on preventive geriatrics and the close correlation between pre- 
clinical medicine and geriatrics. The internist who applies preventive therapy 
to patients between the ages of 20 and 40 may protect them against disease in 
later life. At 40, we come within the scope of the geriatrician. 

The society is granting charters to societies in various cities and states which 
will be under the jurisdiction of the parent society; they will hold their own 
meetings and carry on special scientific studies. The society has an education 
committee to assist colleges, medical societies, and other responsible bodies 
in arranging special programs for the study of geriatrics; also a National Ad- 
visory Committee on Industrial Employment of Older People. This committee 
operates through local field Fellows of the Geriatrics Society—to assist industry, 
labor, industrial and private physicians in maintenance of the health of the 
older worker, and the procurement of additional workers for expanding defense 
plants. 


FIRST ANNUAL MEETING 

Dr. Thewlis nominated Dr. Williams as temporary president and Dr. Williams 
named an executive committee of Drs. Northington, Stark, and Thewlis to 
establish a list of officers for the coming year. 

The first president of the society was Dr. Lucien Stark, of Norfolk, Nebraska, 
who was keenly interested in geriatrics. Other officers at that time were: 

Honorary President: I. L. Nascher, M.D., New York City. 

First Vice president: Wingate M. Johnson, M.D., Winston Salem, N. C. 
3 
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Second Vice president: Walter E. Vest, M.D., Huntington, W. Va. 

Secretary: Malford W. Thewlis, M.D., Wakefield, R. I. 

Treasurer: Edwin B. Gammell, M.D., Hope Valley, R. I. 

A scientific session was held at this time and the following papers were pre- 
sented: 

James M. Northington: The Future of Geriatrics 

Lucien Stark: Senile Heart 

Wingate M. Johnson: Treatment in Old Patients 

E. A. Rovenstine: Anesthesia in the Aged 

Malford W. Thewlis: Geriatrics and the War 

Edward B. Allen: Changes in Psychology Necessitated by Involution 

There were 30 persons present to join the society. This was the beginning of 
the American Geriatrics Society. 


SECOND ANNUAL CONVENTION 


The second annual convention of the society was held at the Hotel Com- 
modore, New York City on June 8, 9, 10, 1944. Dr. Wingate M. Johnson was 
the presiding officer. Honorary president I. L. Nascher was present at this 
meeting, and took an active part. 

The following officers were elected: 

President: Wingate M. Johnson 

First Vice president: Walter E. Vest 

Second Vice president: Edward B. Allen 

Secretary: Malford W. Thewlis 

Treasurer: Richard J. Kraemer 

The scientific session was held on Friday, June 8 and Saturday, June 9th. 
On Friday afternoon clinics were held at the Payne Whitney Clinic of the New 
York Hospital. At the annual dinner Wingate M. Johnson acted as toastmaster. 
The speakers were Oskar Diethelm and William Seamen Bainbridge. 

On Saturday a clinical session was held at the Polyclinic Hospital, New York. 
Several papers were read at that time. 

The meeting was well attended. 


THIRD ANNUAL CONVENTION 


The third annual meeting was held at the Hotel Commodore, New York City, 
on June 13, 14, and 15, 1946. The officers were: 

President: Wingate M. Johnson 

First Vice president: Walter E. Vest 

Second Vice president: Edward B. Allen 

Secretary: Malford W. Thewlis 

Treasurer: Richard J. Kraemer 

Those present at the business meeting were Drs. Allen, Gale, Clow, Johnson, 
Kraemer, Thompson, Shettel, Mueller-Deham, Weigand, Hedback, Klein and 
Thewlis. 

Dr. Walter E. Vest presided at the scientific session which ran through Friday 
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and Saturday. A conference on psychosomatic problems in later life was given 
at the Payne Whitney Clinic of the New York Hospital. 

At the annual dinner, Walter E. Vest acted as toastmaster. The speakers were 
idward B. Allen, A. E. Hedback, Wingate M. Johnson, and Oswald S. Lowsley. 


FOURTH ANNUAL MEETING 


The fourth annual meeting of the society was held at the Hotel Brighton, 
Atlantie City, on June 5, 6, 7, 1947. Dr. Edward B. Allen presided over the 
scientific sessions. 

The officers were: 

President: Edward B. Allen 

First Vice president: Hollis E. Clow 

Second Vice president: Edwin J. Doty 

Secretary: Malford W. Thewlis 

Treasurer: Richard J. Kraemer 

At the annual dinner, Dr. Allen acted as toastmaster and the speaker of the 
evening was Dr. William Seamen Bainbridge. Dr. 8. J. Turel presented the 
paper for Dr. Bainbridge. 


FIFTH ANNUAL MEETING 


The fifth annual meeting of the society was held at the Stevens Hotel, Chicago, 
[ll., on June 17, 18, 19, 1948. Dr. Edward B. Allen presided. The officers were: 

President: Edward B. Allen 

First Vice president: Hollis E. Clow 

Second Vice president: Edwin J. Doty 

Secretary: Malford W. Thewlis 

Treasurer: Richard J. Kraemer 

Scientific papers were presented on Friday and Saturday. On Friday evening 
Dr. Allen was toastmaster. At the banquet he read a paper on Psychological 
Orientation in Geriatrics. Dr. Willard O. Thompson spoke on Common Sense 
in Geriatrics. 

SIXTH ANNUAL CONVENTION 

The sixth annual meeting was held at the Hotel Brighton, Atlantic City, 
N. J., on June 2, 3, 4, 1949. Dr. Edward B. Allen presided. Other officers were: 

Second Vice president: Harold W. Lovell 

Secretary: Malford W. Thewlis 

Assistant secretary: E. T. Gale 

Treasurer: Richard J. Kraemer 

Scientific papers were read on Friday and Saturday. On Friday evening the 
annual dinner was held, Dr. Hollis E. Clow acting as toastmaster. Dr. Willard 
©. Thompson gave an informal talk on the Future of Geriatrics and Edward 
L. Bortz on Approaches to Security. 


SEVENTH ANNUAL CONVENTION 


On June 1, 2 and 3, 1950, the seventh annual meeting of the society was held 
at the Hotel Commodore, New York City. This meeting was dedicated to the 
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memory of the Father of Geriatrics, Dr. I. L. Nascher, who died in 1945. Dr. 
Harold W. Lovell, First Vice-President, presided over the scientifie sessions. 
Other officers were: 

Second Vice president: Willard O. Thompson 

Secretary: Malford W. Thewlis 

Assistant secretary: E. T. Gale 

Treasurer: Richard J. Kraemer 

Scientific papers were presented on Friday and Saturday. On Friday evening 
at the annual dinner Dr. Lovell acted as toastmaster. Dr. Willard O. Thompson 
spoke on Endocrinology and Geriatrics. The guest of honor was Dr. John F. 
Erdmann, New York. 

On Saturday afternoon, June 3, the general session was held at the Home 
for the Aged, 121 W. 105 St., New York City, Frederic D. Zeman presiding. 


Honorary Members 


The following men were elected to honorary membership in the Society: 


E. V. Cowdry, Ph.D. Walter R. Miles, Ph.D. 
Clive M. MeCay, Ph.D. Nathan W. Shock, Ph.D. 
Elliott P. Joslin, M.D. John W. Shuman, Sr., M.D. 
William F. King, M.D. Henry F. Simms, Ph.D. 


Austin Smith, M.D. 


Report of Policy Committee 
On June 1, 1950, suggestions were made by the policy committee and a good 
many of them have been put into effect. 
At this meeting, Dr. William B. Kountz was given $200 to help defray ex- 
penses as our delegate to the International Conference of Gerontology at Liege, 
Belgium. 


Negotiations with Memorial Fund 
The executive committee reported negotiations with the Medical Memorial 
Fund. Through association with the fund, grants might be obtained for research 
purposes. The society voted to affiliate with the Medical Memorial Fund. 
The executive committee also reported that plans were being laid for greater 
cooperation with the Gerontological Society, especially sponsorship of joint 
meetings with them. 


EIGHTH ANNUAL MEETING 


The eighth annual meeting of the society was held at the Hotel Brighton, 
Atlantic City, New Jerse:7, on June 7, 8, and 9, 1951. Dr. Harold W. Lovell 
presided over the business meeting. The following officers were elected: 

President: Willard O. Thompson 

First Vice president: Joseph T. Freeman 

Second Vice president: F. Daniel Suttenfield 

Secretary: Malford W. Thewlis 
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Assistant secretary: E. T. Gale 


¢ Treasurer: 
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On June 


tichard J. Kraemer 


On Friday and Saturday, scientific papers were presented. The annual dinner 
on Friday evening was given with Willard O. Thompson as toastmaster. The 
vuest of honor was Dr. Elliott P. Joslin of Boston. The meetings were well 
attended. The membership was about 330. 


NINTH ANNUAL SESSION 


5, 6 and 7, 1952, the ninth annual meeting was held at the Hotel 
LaSalle, Chicago. The same officers were re-elected at this time. The committees 
below were for 1951-1952. 

Executive Committee: Willard O. Thompson, M.D., Chairman; Edward B. 
Allen, M.D., Hollis E. Clow, M.D., Joseph T. Freeman, M.D., Wingate M. 
Johnson, M.D., Harold W. Lovell, M.D., F. Daniel Suttenfield; M.D., Malford 
W. Thewlis, M.D., and Walter E. Vest, M.D. 

Program Committee: F. Lee Stone, M.D., Chairman; Edward M. Henderson, 


M.D., Harold W. Lovell, M.D., C. B. Puestow, M.D., Elizabeth Mason-Hohl, 


M.D. 


Membership Committee: Harold W. Lovell, M.D., Chairman; J. Albert Avrack, 
M.D., A. E. Braley, M.D., Norris J. Heckel, M.D., John W. Tintera, M.D. 


Publication Committee: Willard O. Thompson, M.D., Chairman; Edward B. 


é Allen, M.D., Hollis E. Clow, M.D., Harold W. Lovell, M.D., Malford W. Thew- 
? lis, M.D. 

| Educational Committee: Caesar Portes, M.D., Chairman; Edward L. Bortz, 
M.D., Hollis E. Clow, M.D., Alexander J. Tutles, M.D., William B. Kountz, M.D., 
Thomas H. MeGavack, M.D., Elizabeth Mason-Hohl, M.D., Stanley W. Olson, 

, M.D. 

Members: Miss Alison Vickery, Chairman: 77 Benefit St., Attleboro, Mass. 
: Auditors: E. T. Gale, M.D. and Hollis E. Clow, M.D. 
{ The scientific sessions were held on Friday and Saturday and the annual 

i dinner took place on Friday evening. Dr. Willard O. Thompson, president, was 

1 toastmaster. The guest speaker was LeRoy H. Sloan, President-elect of the 

American College of Physicians. 
. Rapid Growth of Society 
The society had tripled its membership. The efforts of the Chairman of the 
membership committee, Harold W. Lovell, had been rewarded; credit is due to 
him and to his committee. The membership at this time was about 1400. We 

L; expect to have many more members by 1953. 

ll The rapid growth of the society is in keeping with the importance of the 
subject. Not only are we growing rapidly but outstanding medical personalities 
here and abroad have joined the society. 

The society is a non-profit organization. No salaries are paid the officers who 





society. 





are doing a good deal of work. However, their traveling expenses are paid by the 
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BROOKLYN CHAPTER 

On May 13, 1952, the Brooklyn chapter of the American Geriatrics Society 
was formed at the Brooklyn Hebrew Home and Hospital for the Aged. About 
twenty fellows of the society were present. The following officers were elected: 
President, Reuben Finkelstein; Vice President, A. H. Iason; Secretary, J. A. 
Teperson. It was voted that no dues would be charged. 

This is the first chapter of the parent society which has met the requirements: 
that the constitution of the parent assembly will be followed and that each mem- 
ber shall be a fellow of the American Geriatrics Society. 


JOURNAL OF THE AMERICAN GERIATRICS SOCIETY 


In 1952, the society voted that it should own its own journal. With this end 
in view, arrangements were made to publish our journal beginning on or after 
January 1, 1953. 

Each member will be charged $7.50 per year for the journal. The total dues 
are $15.00 per year. The publisher is The Williams & Wilkins Company of 
Baltimore, Maryland. 

Dr. Willard O. Thompson has been appointed editor of the new journal. 
Associate editors are appointed by the board of directors on recommendation of 
the editor. 




















CERTAIN ASPECTS OF ACTH AND CORTISONE THERAPY IN OLDER 
PATIENTS WITH RHEUMATOID ARTHRITIS* 


MAN M. MONTGOMERY, M.D., SIMON ZIVIN, M.D., AND IRVING E. STECK, M.D 
University of Illinois College of Medicine, Chicago 


\eccumulated experience in the treatment of rheumatoid arthritis patients 
with ACTH and cortisone has shown that these substances are not curative but 
in full dosage produce a suppressive effect on the inflammatory process, a marked 
analgesic effect and a euphoria and sense of well being (1-4). The full suppressive 
effect, after a time, is usually associated with evidences of hyperadrenocorticism: 
moon facies similar to that of Cushing’s syndrome, and development of skin 
striae, acne, obesity, etc., which may be so marked as to necessitate discontinu- 
ance of therapy. Lower dosage schedules may be well tolerated with only slight 
side effects, though suppression of the manifestations of rheumatoid arthritis 
may not be complete (5). One must adjust the dosage so that something of a 
“physiological” effect is obtained without production of the overdosage effects. 

ACTH and cortisone therapy should be used as an adjunct to other treatment. 
There is no unanimity of opinion regarding indication for its use in patients of 
any age with rheumatoid arthritis. Some clinicians have definite opinions as to the 
type of patient who should receive these substances, but modifying factors 
deterthine selection of the individual patient for such treatment. Age is one of 
these factors. 

Cortisone is administered intramuscularly in a daily dose or orally in divided 
doses every 6 or 8 hours; 100 mg. daily is considered a suppressive dose and this 
amount over a period of time usually produces the well known syndrome of 
Cushing’s disease “in miniature.”’ One may be able to maintain suppression of 
the rheumatoid process by slightly lower doses, and 62.5 mg. is usually con- 
sidered the lower limit of the suppressive dosage range. Low dosage schedules for 
maintenance have been advocated by Ward, Slocumb, Polley, Lowman and 
Hench and range down to 37.5 mg., with an occasional patient getting only 25 
mg. daily in divided doses (6). 

ACTH ean be given intramuscularly or intravenously. The regular-type ACTH 
must be administered intramuscularly every 6 hours. There is now available an 
intramuscular type of ACTH which can be administered once daily. The suppres- 
sive dosage can be considered as 60 to 100 1.U. daily in divided doses, while 
the maintenance dosage ranges from 60 1.U. down to 10 1.U. daily in divided 
doses. ACTH can be given intravenously in 500 ec. of 5 per cent dextrose solu- 
tion over an 8-to 12-hour period and is effective in 149 to 5 the intramuscular 
dosage. 

Old age has been considered by some as a relative contraindication to pro- 

Received for publication September 26, 1952. 

tead at the Annual Meeting of the American Geriatrics Society, Chicago, Illinois, 
June 6, 1952. 
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longed ACTH and cortisone therapy (7). Chronological age limits are of little 
value, as some patients are biologically younger at 75 years than others at 55 
years of age. Many rheumatoid arthritis patients in mid-life are prematurely 
old and for practical purposes are aged. In considering the subject, a number of 
questions such as the following come to mind: 1) Should ACTH and cortisone 
be used in the treatment of any condition in the aged? If so, 2) should they be 
used only for short periods of 7 to 10 days? 3) Should they be used for prolonged 
periods? +) Should they be used in full suppressive dosage? 5) Should they be 
used in very low dosage? 

At this time these questions cannot be answered with an unequivocal yes or 
no. Numerous variables make practically every patient an individual problem. 
It is the impression of many physicians that older patients tolerate these sub- 
stances, especially cortisone, as well as or better than younger individuals. 
There would appear to be no valid reason to withhold indicated therapy just 
because the patient has reached a certain age. Undesirable side effects occur and 
are frequently severe in the elderly, so one should have a good indication before 
initiating therapy. The treatment period should be as short as necessary to ac- 
complish the purpose, and the dosage should be kept as low as possible. 

There are certain contraindications about which there is agreement, such as: 

1) Severe hypertension 

2) Congestive heart failure 

3) Renal insufficiency 

1) Peptic ulcer 
5) Cushing’s syndrome 

(}) Severe osteoporosis 

7) Pulmonary tuberculosis 

8) Mental depression or marked emotional instability 

In regard to ACTH and cortisone therapy, one might classify patients of any 
age with rheumatoid arthritis into 3 groups: 

1) Mild rheumatoid arthritis, evidenced by only slight activity of the process. 
In this group such treatment is not indicated or justifiable. 

2) Acute, severe rheumatoid arthritis, evidenced by marked systemic and 
local activity. In this group such treatment may be needed to insure survival 
of the patient and opportunity for recovery with minimal deformities. 

3) All patients not included in groups | and 2. Many of these patients have 
minimal joint deformity but moderate or marked activity of the rheumatoid 
process while others have marked joint deformities with slight to moderate 
local or systemic activity of the rheumatoid process. Patients in this group con- 
stitute individual problems. 

Rheumatoid arthritis in the aged is invariably associated with degenerative 
joint disease. It may appear initially in older individuals but more commonly it 
has been present for a time or recurs after a remission of variable length. Accurate 


diagnosis is important. Degenerative joint disease may be present alone or may 
be associated with rheumatoid arthritis, the so-called ‘‘mixed”’ type arthritis. 
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}.valuation of the two components is important, since the disabling condition 
may dictate the type of therapy. 

The physician should also evaluate the patient’s general physical condition, 
economic status and family situation. If the severity of the disability warrants 
the use of such measures and if there are no absolute contraindications and if 
the patient or his family can obtain these hormones without too great a sacrifice, 
then the physician should consider the following question. What can this particu- 
lar patient expect to gain from the use of ACTH or cortisone? Certainly he cannot 
expect a cure! We know that the symptoms can be suppressed while the patient 
is on an adequate dosage schedule but relapse invariably occurs within a few 
days to a few weeks after therapy is discontinued. The return of symptoms, 
often as a severe flare up of the disease, is very depressing to the patient even 
though his physician has tried to prepare him for such an eventuality. The 
emotional readjustment is most difficult and if the patient’s financial resources 
have been depleted, the return of symptoms may represent a catastrophe. 

The physician must be realistic in estimating the type and amount of improve- 
ment to be expected from this treatment in patients with rheumatoid arthritis. 
Obviously no medical therapy will restore satisfactory function to ankylosed or 
completely subluxated joints. Much of the disappointment of patients with the 
results of ACTH and cortisone therapy is due to failure of the physician to 
explain the object and limitations of such therapy. The physician may not have 
considered the matter critically himself. On the other hand, many patients do 
not actually comprehend what is told them by their physician but hear only 
what they wish to hear. 

In the majority of instances, the following can be expected: 

1) Temporary, partial relief of muscle stiffness and joint pain which may 
enable the patient to tolerate exercises and more strenuous physical therapy 
which may be beneficial. 

2) Increase in physical activity. Mobilization of a recently bed ridden patient 
may be possible. 

3) Improvement of appetite and increase in food intake with improvement of 
the nutritional status. 

1) Improvement in ‘‘outlook”’ on life. 

5) Life saving measure at times. 

The patient should be told of the limited aims and that the treatment is not 
curative. The goal should be partial relief of symptoms with slight increase in 
physical activity rather than complete relief of symptoms and return to normal 
activity. This may be accomplished with relatively small doses of the hormones. 
Frequently even large doses may not be satisfactory if the patient attempts 
too much physical activity. Probably many older patients have been encouraged 
to increase their activity excessively. 

Experience with older patients receiving ACTH or cortisone has indicated 
that several factors should be considered and it is proposed to discuss some of 
these items. No set of indications for the use of ACTH or cortisone is presented. 
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This would presume that the present state of knowledge is adequate to make 
this possible. Such is not the case. 


NUTRITIONAL STATUS OF THE PATIENT 

Most patients with rheumatoid arthritis are in a poor nutritional state and 
have marked muscle atrophy, especially in those groups adjacent to involved 
joints. Dietary proteins are not utilized as such and nitrogen balance remains 
negative even when the patient has an apparently adequate food intake, carries 
out exercises and has a good program of physical therapy. This problem is further 
complicated in many older individuals by deficient diets, loss of teeth or poor 
dentures. Osteoporosis in the course of rheumatoid arthritis is marked and may 
persist for years, even after the patient has had a remission. 

Short term balance studies have shown that ACTH and cortisone therapy 
results in negative nitrogen, calcium and potassium balance. This would appear 
to contraindicate their prolonged use. However, many patients receiving these 
hormones have an increased appetite, eat larger quantities of food, put on weight, 
increase their muscle mass and apparently improve their nutritional status 
greatly. Long term studies along this line are needed. Kountz e¢ al. have shown 
that malnourished elderly people may remain in positive nitrogen balance for 
months when given a good diet before their depleted protein tissue is restored 
(8). Apparently patients on long term low dosage treatment go into positive 
nitrogen balance and gain weight, including good muscle tissue. We are inter- 
ested in good tissue gain and not in the development of edema or obesity with 
the ‘*‘moon facies”? of Cushing’s syndrome “in miniature.’ Testosterone pro- 
pionate is also of value in bringing about the deposition of protein (9). The final 
status of patients carried on these hormones for many months and years is still 
unknown. 

Although balance studies during ACTH and cortisone therapy show a con- 
tinued negative balance or calcium loss, one would anticipate little difficulty 
after a time on the low dosage regimen. On a large dosage regimen the osteoporosis 
may become much more marked. This is one of the findings in Cushing’s syn- 
drome. Estrogens are said to be of value in stimulating osteoblasts to lay down 
a matrix for the deposition of calcium and phosphorus salts (9). 

In general, the prolonged use of ACTH or cortisone in the aged is not limited 
by any adverse change in the nutritional status of the patient. Calcium balance 
may remain negative but the use of testosterone propionate, one of the estrogens 
and supplemental calcium is reputed to be of value. Fractures occur easily in the 
elderly, and with increased activity such accidents undoubtedly increase in 
number. Short periods of treatment have little effect on the nutritional status 
of the patient. 


ASSOCIATED DEGENERATIVE JOINT DISEASE 


Rheumatoid arthritis in older patients is invariably combined with degenera- 
tive joint disease resulting in the so-called ‘‘mixed type” arthritis. The degenera- 


tive changes may have developed prior to the onset of rheumatoid arthritis or 
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degenerative changes may develop from use of joints damaged by a coincidental 
or a preceding rheumatoid process. The degenerative changes may be the real 
cause of the patient’s disability, especially when weight bearing joints in obese 
patients are involved. This factor of degenerative changes must be carefully 
considered in evaluation of a patient for hormone therapy. ACTH and cortisone 
will temporarily decrease pain in both rheumatoid arthritis and degenerative 
joint disease, and this very fact may work to the detriment of the patient. 
When these hormones were first available patients were encouraged to increase 
their activity beyond that beneficial for badly damaged weight bearing joints. 
Many of these patients walked too much and ‘‘wore down” the remaining soft 
fibrillated cartilage. When the dosage of ACTH or cortisone was decreased or 
these hormones were discontinued, the patient was found to be worse off than 
before therapy was instituted. Walking on bent knees or unstable angulated 
joints should be kept at a minimum even though the patient is taking ACTH 
or cortisone. Little is to be gained by strengthening muscles if the joints are 
irreparably damaged. This factor is undoubtedly responsible for the poor end 
results of therapy seen in some patients. 
OVERACTIVITY OR EXCESSIVE USE OF JOINTS 

Overactivity is a relative term and varies with the patients’ disability and 
physical status. Patients with marked rheumatoid involvement must be cau- 
tioned against excessive walking when receiving ACTH or cortisone therapy. 
They may not get a satisfactory response even with fairly high dosage if they 
increase their activity greatly. 

Many patients while in a hospital room or living in one room get along fairly 
well on a low dosage regimen but on returning to their usual routine have an ex- 
acerbation of their arthritis and request that the dosage of ACTH or cortisone 
be changed. Increased use of non-weight bearing joints is better tolerated. It is 
well to warn these patients against overactivity before treatment is started. 
This of course does not apply to the bedridden patient who is given therapy to 
facilitate mobilization and to enable him to care for himself. 


CONGESTIVE HEART FAILURE AND HYPERTENSION 


Older patients may have arteriosclerosis, and coronary artery disease and 
hypertension of varying degrees. Since ACTH and cortisone cause sodium re- 
tention, it is not surprising that congestive heart failure occurs in some older 
patients receiving these hormones. History or clinical evidence of congestive 
heart failure, hypertension, angina of effort or electrocardiographic evidence 
of myocardial damage are contraindications to the use of ACTH a1.J cortisone. 
Under certain circumstances one may cautiously administer these substances 
for a short time. The patients must be cooperative, have a low sodium diet with 
supplementary potassium and be weighed daily. Any sudden weight gain should 
put one on guard for other evidences of heart failure. Obviously a patient in 
advanced congestive failure or with massive edema or a frank myocardial in- 
faretion should not be treated with these substances. Increased coagulability of 
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the blood during ACTH and cortisone therapy has been blamed for the ocecur- 
rence of coronary thrombosis and cerebral thrombosis. 


PULMONARY INFECTIONS 


Pulmonary infections during but more commonly following administration 
of ACTH or cortisone have been very frequent in our older patients. Adrenal 
cortical activity is depressed during cortisone therapy so that immediately 
following the treatment period the patient’s adrenal cortex produces very little 
steroid, and resistance to infections of all types is low. The function of the pa- 
tient’s pituitary gland is depressed during ACTH therapy. This is associated 
with adrenal cortical hyperplasia, but the stimulation of this enlarged adrenal 
cortex by the patient’s low output of endogenous ACTH is not adequate to bring 
about production of a sufficient quantity of Compound F or similar hormones. 
Therefore, in both instances the patient’s reaction to infection is slight. An acute 
exacerbation of a chronic bronchitis, often with an associated bronchopneu- 
monia or the development of acute bronchitis invariably follows cessation of 
hormone therapy. The gradual decrease of the dosage has lowered the incidence 
of complicating pulmonary infections. 


CORTICOGENIC HYPOTHYROIDISM-EFFECT OF ACTH AND CORTISONE ON PATIENTS 
WITH MYXEDEMA 

It is well known that older patients have a slight reduction in their basal 
metabolic rate. There is slightly more than a 10 per cent reduction from the basal 
energy level required at chronological mid-life. The thyroid is needed in the aged 
and deficieney in its function leads to hypothyroidism and myxedema(10). 

Wolfson and his co-workers have called attention to “corticogenic hypothy- 
roidism”’ which may occur in patients treated for a prolonged period with ACTH 
and cortisone (11). This is due to the depressing effect of 11- and 11-17-oxy- 
steroids on anterior pituitary hormone production, including the thyrotropic 
hormone. Also, the effect of ACTH in stimulating the adrenal cortical cells is 
inhibited by thyroid deficiency. This effect occurs whether the hypothyroidism 
followed prolonged ACTH therapy or whether hypothyroidism or myxedema 
was present in a subclinical or clinical form prior to such treatment. 

Both ACTH and cortisone are calorigenic. They increase oxygen consumption 
by direct action on the body cells without this effect being mediated through the 
thyroid gland. Therefore, basal metabolic rate determinations are of little use 
in evaluating thyroid function. The BMR is influenced by 1) the thyroid and 
2) the calorigenic effect of ACTH and cortisone. The latter tends to compensate 
for the lowered BMR associated with the hypothyroidism. Patients treated with 
ACTH or cortisone for a prolonged period may develop marked hypothyroidism 
with little change in the BMR. As pointed out by Wolfson, the diagnosis is 
dependent on other tests for thyroid function, including the I'*! pick-up, serum 
protein-bound iodine values, serum cholesterol values and the therapeutic test. 


Patients with spontaneous or postoperative hypothyroidism may get into 
serious difficulty if thyroid medication is inadvertently omitted, decreased or 
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no! increased as needed during a course of treatment with ACTH or cortisone. 
Several patients with ACTH or cortisone “escape phenomena,” such as the 
development of iritis or a flare-up of severe arthritis while taking a prolonged 
course of ACTH or cortisone, have been investigated. The thyroid function as 
measured by the I'*' uptake was markedly depressed in several and they 
responded dramatically to thyroid medication. The radioactive I'*' pick-up, 
serum protein-bound iodine, serum cholesterol values and the therapeutic test 
with desiccated thyroid are more accurate than is the basal metabolic rate 
determination in evaluating thyroid function in these patients. Sodium and water 
retention may be so marked that the patient may be thought to have congestive 
heart failure. Marked improvement invariably follows treatment of the hypo- 
thyroid state. Adequate amounts of thyroid are also needed to maintain normal 
immunological responses and normal resistance to infections and other stresses. 
Patients given either ACTH or cortisone for prolonged periods should be given 
a small daily dose of thyroid substance routinely as a prophylactic measure. 


DISCUSSION 


It should be emphasized that active pulmonary tuberculosis is an absolute 
contraindication to the use of ACTH or cortisone. Moderate diabetes mellitus 
is no longer considered an absolute contraindication. A high dosage regimen of 
ACTH or cortisone should not be used for more than a few days in an acutely 
ill, feeble, elderly patient. Physical therapy, use of analgesic drugs and other 
conservative measures should be used in conjunction with hormone therapy in 
the treatment of rheumatoid arthritis. While taking large doses of either ACTH 
or cortisone, the patient should have a low sodium diet, supplementary potas- 
sium and should be weighed frequently. Any sudden weight gain should put one 
on guard for evidences of congestive heart failure. The coincidental use of testo- 
sterone, estrogen, thyroid substance, calcium salts and ferrous sulfate is recom- 
mended in those rheumatoid arthritis patients with muscle atrophy, osteoporosis 
and anemia, while receiving ACTH or cortisone. The maintenance dose of these 
hormones should be kept as low as possible and the dosage should be reduced 
gradually at the termination of therapy. 


SUMMARY 


1) Chronological age should not be considered a contraindication to ACTH 
and cortisone therapy. 

2) Each patient should be considered an individual problem. The decision to 
use ACTH or cortisone should be made after consideration of numerous factors 
including: (a) Severity of disability and type of arthritis. (b) Associated patho- 
logical conditions including those considered to be contraindications. (¢) Nutri- 
tional status. (d) Economic status. (e) Mental status. 

3) The physician, after this evaluation, should realistically consider what the 
patient can expect to gain from the use of ACTH or cortisone in the dosage 
range he can be expected to tolerate. 

1) The aim of treatment should be the partial relief of pain and stiffness 
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with a modest increase in activity rather than complete relief of pain with return 
to normal activity. This can often be accomplished with a low dosage schedule 
which the patient can tolerate. 

5) These limited objectives should be discussed with the patient prior to 
therapy and he should be conditioned to this concept of limitation of activity 
during the period of improvement. 

6) The following are recommended: (a) Do not use high dosages for more than 
a few days in the acutely ill, feeble, elderly patient. (b) Limit the patient’s 
activity to prevent degenerative joint changes. (c) Use a low sodium diet, supple- 
mentary potassium and weigh the patient frequently. (d) Do not increase the 
hormone dosage unduly if the patient relapses during therapy, until the 
thyroid function has been investigated. (e) During prolonged therapy, give thy- 
roid substance and calcium salts. (f) Reduce the hormone dosage gradually at 
the termination of therapy. 

7) Indications for the use of ACTH and cortisone in elderly patients with 
rheumatoid arthritis cannot be routinely listed. Each patient is an individual 
problem. The dosage must be varied on an individual basis as indicated by the 
patient’s response and progress. 
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NON-MALIGNANT LESIONS CAUSING BLEEDING; DIAGNOSTIC 
PROCEDURE AND TREATMENT 
GEORGE V. SMITH, M.D. 
Brookline, Mass.* 


This article is concerned with genital bleeding in women. Since it is being 
prepared for those interested in the care of aging, elderly and old women, the 
bleeding of abnormal pregnancy will not be considered. For the same reason, 
the benign causes of bleeding after the age of fifty-five will be covered before the 
more complex problems involved in abnormal flowing during the transition 
period between the ages of forty-five and fifty-five are introduced. 

From this point on it will be assumed that every woman who presents herself 
with complaints referable to her reproductive system will have been interrogated 
concerning her other bodily systems as well and will have had a general physical 
examination. The history may point to the necessity of more thorough and 
specialized study of organs or systems outside of the reproductive area. It may 
reveal disorders the treatment of which can be prescribed at once; for example, 
ergotamine tartrate and caffeine for migraine; mephenesin for aching that seems to 
be muscular; quinine for numbness and tingling of all or parts of the upper 
extremities and for cramps of the legs; preparations of salicylic acid for painful 
joints; potassium iodide for stiff joints and, on occasion, for dizziness; and elastic 
stockings for varicose veins. General examination may find lesions of which the 
patient was entirely unconscious, notably cardiovascular disease, nodules of the 
thyroid gland, masses in the breasts, enlarged lymph nodes, abdominal masses 
and even a melanoma. As rapport develops, acquaintanceship is made with the 
patient’s personal problems, on the basis of which certain disorders may be con- 
sidered functional unless and until proven otherwise, and so treated by listening 
with understanding, explanation, advice, simple instructions and simple medica- 
ments. 

DIAGNOSTIC PROCEDURE 

Obviously, diagnostic procedure in relation to benign lesions causing bleeding 
is the same as that in relation to malignant lesions causing bleeding. In fact, 
diagnostic procedure involves the search for concomitant malignant lesions which 
in themselves may not be causing bleeding; for example, very early cancer of the 
cervix, sarcoma of the uterus and cancer of the ovary. Inspection of the vulva, 
vagina and cervix and digital palpation of the urethra and of the pelvis through 
vagina and rectum for masses which should not exist are routine diagnostic 
procedures. In the case of a woman with an introitus that is too small or who is 
too nervous to allow this routine to be performed, an ‘‘examination under anes- 
thesia” should be recommended. Examination under anesthesia simplifies 
the problem of diagnosis because it includes a dilatation of the cervix with curet- 
tage of the endometrium and cervix, biopsy of the cervix and thorough explora- 
tion of the uterine cavity, along with a satisfactory pelvic and rectal examination. 
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The removal of vaginal discharge for cytological examination is practically a 
routine procedure for those who can have confidence in the personnel of the cyto- 
logical laboratory. This test is highly accurate for determining the presence or 
absence of cervical cancer which cannot be seen or felt. It is not reliable for ruling 
out cancer of the endometrium. On rare occasions an unsuspected positive result 
will lead to the finding of cancer in the lower urinary tract or of a tubal or ovarian 
cancer which may not have been felt on examination. The author customarily 
performs the speculum examination of the vagina and cervix before digital 
examination. With long forceps, material from the endocervix and vagina is 
teased onto the speculum and then transferred to the slide which is submitted 
to the cytological laboratory. More than a slight amount of blood in the dis- 
charge interferes with cytological studies and is hence an indication for post- 
poning the test or omitting it if an examination under anesthesia is to be 
performed. Uterotubograms are rarely indicated and their use is debatable in 
abnormal genital bleeding. The taking of specimens of tissue from the vulva or 
vagina for biopsy is contingent on the presence of lesions suspected of being 
malignant. Culdoscopy or colpotomy must be included as much less frequently 
needed diagnostic manipulations. They may save a patient a laparotomy for 
small masses felt in the posterior pelvis, such as a fibroma of an ovary or an in- 
durated appendix epiploica. 

Obviously, diagnosis is facilitated by inspection of the genitalia while there is 
bleeding. Even older women shy away from examination at this time and need 
to be exhorted not to let their prudishness interfere with their prudence. 

BENIGN CAUSES OF GENITAL BLEEDING AFTER THE AGE OF FIFTY-FIVE 

These account for somewhat over 50 per cent of the instances of bleeding 
occurring after the early fifties, the rest being due to malignant disease. They 
are: urethral caruncle; prolapse of the urethral mucosa; senile vaginitis; vagi- 
nitis due to the trichomonas vaginalis; ulceration of a prolapsed cervix; cervical 
polyps; endometrial polyps; myomatous polyps; submucous fibroids; pyometra; 
cirsoid aneurysm of the uterus; and, more often, spontaneous rupture of less 
obviously diseased endometrial blood vessels; administered estrogenic substances; 
and secretory ovarian activity. 

In cases of urethral caruncle or prolapse it is well to demonstrate the absence 
of blood in urine obtained by catheter. If there is no vaginitis or cervical polyp 
and no blood is observed coming from or in the cervical canal and the cervix 
itself looks and feels innocent, the urethral lesions may be considered the only 
source of the complaint. Negative results from cytological examination give assur- 
ance that the cervix is indeed innocent. It seems wiser to excise urethral caruncles 
and submit them for pathological examination than to fulgurate them, since 
they can be malignant, especially in older women. Surgical excision is likely to 
give a better and more permanent result in cases of urethral prolapse sufficient 
to cause discomfort and bleeding. At the time of operation, of course, dilatation 
of the cervix and curettage of the cervix and uterine cavity and exploration of 
the uterine cavity are performed. 
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Senile vaginitis often fails to make itself known and is usually harmless. It is 
harmful when it results in atresia of the vagina with obstruction to drainage 
trom above. In this event it may prevent a cancer higher in the genital tract 
from making manifest its presence. The sign of its presence is scant discharge, 
red, pink or brown, due to a variable number of spots of infection usually involv- 
ing various portions of the upper vagina and the outside of the cervix. Visualiza- 
tion of a plug of gray mucus in the cervix is good assurance that there is no bleed- 
ing lesion of the endocervix or uterus. One must be satisfied that nothing above 
the cervical os is contributing to the staining. Some physicians treat senile 
vaginitis by estrogen-containing suppositories, to stimulate proliferation of the 
epithelium and increased acidity, and hence to increase resistance to infection. 
Senile vaginitis is absolutely the only bleeding lesion in women over fifty-five, 
in the treatment of which the use of a hormone has a rational basis. On the other 
hand, it can be controlled and cured by douches consisting of two quarts of warm 
water containing half a cupful of vinegar or two teaspoonfuls of lactic acid. The 
patient is instructed to move the nozzle around the upper vagina while the solu- 
tion is running in under low pressure and to take a douche twice a week for four 
to six weeks. She is warned to come for examination if there is further bleeding, 
since this may indicate that another pathological process is progressing. Some- 
times bloody discharge from the genital tract is the sign which brings the patient 
to the doctor when a cancer of the sigmoid or rectum has perforated the uterus 
or vagina. Intestinal actinomycosis may do the same thing. 

In older women trichomonas vaginitis often heralds its presence with transient 
bleeding, which usually has disappeared except for microscopic amounts by the 
time they come for treatment. The douches and douching as described above 
are usually satisfactory therapy, providing the instructions are carefully given 
and similarly carried out. The typical greenish-yellow, rather thin, bubbly dis- 
charge, with its fetid odor, is diagnostic, even though the vagina may not be 
edematous, red and tender. Once treatment is begun, patients need to be told 
that any further appearance of blood necessitates immediate investigation for 
some other cause. 

Though it does occur, genital cancer is rare in women with third-degree pro- 
lapse, that is, procidentia. Hence there is usually no problem in differential 
diagnosis in relation to the bleeding cervix. It is well to be alert to the possibility 
of diverticulitis, the discomfort of which may easily be attributed to the pro- 
lapse. Furthermore, prolapse of the uterus is no guarantee that cancer of the 
sigmoid or rectum is not contributing to the pelvic discomfort. Healing of the 
beefy cervix or of its decubitus ulcer and subsidence of the edema rapidly pro- 
gress once the cervix is held up inside by wool tampons or a well-fitted pessary 
during seven to ten days before operation. If operation seems contraindicated 
or is refused, continued use of a pessary is almost always possible. The doughnut 
type of pessary, made of a plastic, is efficacious and non-irritating compared 
with the various rubber types. Usually the patient can be shown how to remove 
and replace the pessary herself and is told to do so at least once a month, at the 
same time taking a vinegar or plain water douche (v.s.). Check-up examinations 
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are made at six- to twelve-month intervals or at once, on the appearance of any 
bloody discharge. Now and then, two or even three plastic doughnuts are re- 
quired to hold up a really large procidentia. In this event check-ups are required 
at intervals of four to six weeks to ascertain that the pessaries themselves are 
not giving irritation. Of course most women with marked prolapse are operated 
upon, the procedure being amputation of the cervix or vaginal hysterectomy 
with plastic reconstruction of the vagina—or a colpocleisis. 

Cervical polyps often give no sign of their presence, being found unexpectedly 
on routine inspection of the cervix. As soon as material shall have been taken 
from the vagina for cytological study, they may be removed by pulling or twisting. 
If sessile, they may be coagulated by heat or left alone. Primary malignancy in 
a cervical polyp is of rare occurrence. Therefore it is not necessary to submit 
every one which is removed in the office for pathological examination. One 
has to use one’s judgment in the management of cervical polyps. The larger ones 
with inaccessible pedicles may require removal with the patient under anesthesia, 
or uncertainty as to whether the polyp is the sole source of bleeding may require 
admittance to the hospital for thorough examination of the endocervix and 
uterine cavity. In general it is customary to cauterize the endocervix, once cervical 
polyps have been removed, as an office procedure. To avoid cervical stenosis, 
the cauterization should be moderate; in fact, just enough to control oozing and 
limited to the endocervix. If one contemplates cauterizing the os and vaginal 
portion of the cervix, a decision must be made whether to wait until the report 
of the cytological examination is received or to proceed at once with biopsy of 
suspicious areas and immediate cauterization. In the operating room this decision 
does not need to be made, for biopsies and cauterization as indicated may be 
performed at once. Although conization has the advantage of removing the area 
which is the most frequent source of cervical cancer and of providing more tissue 
for pathological exploration, it has the great disadvantage of being more likely 
to cause atresia or even complete stenosis of the cervical canal—or of making 
repeated office dilatations with their accompanying discomfort necessary. 

As regards the cervix itself, in the absence of any bleeding lesion or suspicious 
induration, the author feels that it may be left alone until the report of the cy- 
tological examination shall have been received, and still left alone if the findings 
are negative, unless there is enough inflammation to justify performance of a 
biopsy, and cauterization. Should the cytological examination reveal suspicious 
or malignant cells, Schiller-positive areas are removed for microscopic study and 
cauterization is withheld, pending the need for further tissue to confirm the cy- 
tological findings. Should this be required, endocervical curettage is also carried 
out, to look for microscopic endocervical cancer. 

It is well known that quite a few women have periodic bleeding into their 
fifty-sixth year. The type, amount and duration of flow-and the associated molli- 
mina, along with the absence of menopausal symptoms and signs, indicate that 
they are having what appears to be normal ovarian activity. Some may have 
sporadically-occurring periods even longer. If no staining occurs between these 
periods and examination reveals nothing disturbing, there is no need for any 
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Vv treatment. One has to be on the lookout, however, for those individuals who 
- think they are still having menstruations which began after a period of amenor- 
cl rhea accompanied by menopausal manifestations, for they almost always have 
re cancer of the endometrium. The author emphasizes again that there is no place 
d for any hormone in the treatment of genital bleeding after the age of fifty-five, 
Ly the one allowable exception being simple senile vaginitis. When the source of the 
blood which the patient has seen cannot be ascertained in the office, it may be 
ly assumed to have come from the uterus and investigation in the operating room 
n advised. On occasion the sight of blood is associated with the act of micturition. 
g. In this event it is necessary to examine urine obtained by catheter to determine 
in whether or not an examination of the whole urinary tract is necessary. Conversely, 
it though rarely, the blood thought to come from the vagina has its source in the 
1e urinary tract. Investigation in the operating room is, of course, mandatory in 
es women after the age of fifty-five when blood is actually observed in, or coming 
a, through the cervical canal, with the exceptions just mentioned. 
re Once the rectum has been examined and the pelvis examined bimanually, 
id the stage is set for curettage with its pleasant and unpleasant findings. The 
al following paragraphs are concerned with those which are for the most part 
is, pleasant, in that they are not potentially lethal. 
nd When an endometrial polyp is the only lesion, systematic curettage of the 
al uterine cavity with due care to avoid perforating the uterus, which is usually 
rt senile, is likely to bring forth nothing in the way of curettings beyond a few 
of fragments of atrophied endometrium. The polyp may be missed by the curet, 
on in which case the use of the placental forceps or of an ordinary Kelly clamp may 
be be rewarded by its removal. Further curettage may obtain further rewards. 
ea Even though the uterine cavity may give the impression by sensations carried 
ue through the curet that it is symmetrical and flattened, one needs to make sure 
aly that a myomatous polyp is not placed in such a way as to give that impression. 
ng A myomatous polyp that fills a small uterus can be missed unless it is sought for 


carefully. Removal is accomplished by grasping it with a suitable instrument 
US and twisting it off gently. 


ey- In the process of undergoing atrophy the myometrium may force an innocuous 
igs intramural fibroid toward and into the uterine cavity and hence make it a source 
fa of bleeding. If it projects far enough to cause bleeding, it is likely to be easily 
us discovered by curettage and susceptible to removal in the same manner as a 
und myomatous polyp. After all, a myomatous polyp is simply a submucous fibroid 
cy- with a pedicle. 
ied The observation of bloody mucus at the time of dilatation in women past 
fifty-five years of age immediately arouses suspicion of endometrial cancer. 
1eir This suspicion is confirmed if the curet easily removes grayish-yellow, friable 
oli- tissue and need only be proven by microscopic examination. In the post-meno- 
hat pausal uterus curettage brings forth nothing, or at most a few, very tiny frag- 
ave ments of tissue except when one of the following abnormalities is present: 
lese malignant disease of the endometrium; invasion of the uterine cavity by a uterine 


sarcoma; metastasis to the uterine cavity from cancer of the ovary or lower large 
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bowel; metastasis from distant primary cancers, for example, breast or kidney; 
and proliferation of the endometrium, usually with, but sometimes without, a 
pathological process in the ovary or ovaries to account for it on the basis of 
hormonal stimulation. At this point the question arises as to whether or not 
endometrial biopsy should be performed in the office in women after the age of 
fifty-five. Even if it is possible to obtain tissue, either with the suction or the 
Duncan curet, or if no tissue is obtainable and there is bleeding from the uterine 
cavity, thorough examination under anesthesia must be advised. This is neces- 
sary for completing the examination and for treatment. The required treatment 
may be nothing more than thorough curettage and exploration of the uterine 
cavity; it may be the insertion of radium as a first step in the treatment of cancer 
of the endometrium; or it may be hysterectomy and bilateral salpingo-oophor- 
ectomy. These latter contingencies are anticipated at the time of the office visit 
and arranged for accordingly. These contingencies emphasize the advantage of 
having facilities for rapid microscopic examination of tissues removed in the 
operating room. If the diagnosis can be made rapidly and accurately, definitive 
treatment involving radium or hysterectomy can be undertaken at once, thus 
saving delay, another anesthesia and greater expense for the patient. If facilities 
for rapid tissue diagnosis are not available, the removal of tissue from the uterus 
in the office when possible is useful, providing a clear diagnosis can be made so 
that definitive treatment can be planned. 

More often than not, pyometra accompanies cancer of the endocervix or endo- 
metrium above a stenosed cervix. On rare occasions, however, pyometra occurs 
when there is no demonstrable cause for it beyond cervical atresia. The patient 
complains of a foul, blood-tinged, odoriferous discharge and of low-abdominal 
discomfort similar to that which often occurs in relation to menstruation, and 
presumably due to distention of the uterus, which may not be appreciably en- 
larged. It may be possible to insert a probe into the uterine cavity and thereby 
demonstrate a flow of bloody, purulent material. Such a procedure is adequate 
for the diagnosis of pyometra only. Necessary treatment involves dilatation 
under anesthesia and investigation for cancer. If no cancer is found, the dilata- 
tion in the operating room is likely to prove curative. Negative cytological find- 
ings are reassuring in these cases, but regardless of the vaginal-smear report the 
patient is followed and urged to make known any recurrence of vaginal discharge. 

The overwhelming gush of blood which greets invasion of the uterus by probe, 
sound or dilator immediately gives away the diagnosis of cirsoid aneurysm of 
the uterus, should the examining finger have failed to sense the pulsating uterus. 
An emergency exists, requiring laparotomy, the placing of clamps down both 
sides of the uterus and cervix, and hysterectomy at once. Fortunately this situa- 
tion is extremely rare, only two cases having thus far been reported in the litera- 
ture. 

Not too uncommonly, the following situation is met. A woman past the meno- 
pause complains of genital bleeding and the source appears to be above the 
cervix, the pelvis being “‘negative.’’ Even if, in the office, it is possible to seek for 
intra-uterine tissue, none is obtained. Furthermore, the dilatation and curet- 
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t.ge with the patient under anesthesia, which of course is mandatory, also pro- 


duces a negative result. If bleeding into the uterine cavity were related to some 
disease of the circulating blood, there undoubtedly would be other systemic 
manifestations of blood dyscrasia. The author knows of no instance of uterine 
hieeding per se in a woman after the age of fifty-five, with a disease of the 
circulating blood. This statement does not hold for those below that age. There 
are four explanations for this situation: exploration of the uterus may have 
missed a lesion high in the uterine cavity; sclerotic blood vessels or vessels damaged 
by previous irradiation may have ruptured spontaneously; a cancer may be present 
in the myometrium, presumably having developed in an area of adenomyosis; 
or there may be a tubal carcinoma. A uterotubogram may make the diagnosis 
of, or rule out, this last possibility. The author has had no experience with utero- 
tubograms in tubal carcinoma because of the following policy: a recurrence of 
bleeding following a negative curettage is considered an adequate reason for 
hysterectomy without further delay. By this time the innocence of the cervix 
will have been assured by biopsies and at least one report of negative cytological 
findings. To gain co-operation, the situation is carefully explained to the 
patient. There may be no recurrence of the bleeding, in which event spontaneous 
rupture of vessels is assumed to have occurred. 

From the foregoing discussion it is obvious that bleeding from the uterine 
cavity after the age of fifty-five is always a surgical condition, even though the 
surgery required be nothing more than dilatation and curettage. As is true with 
so many blanket statements in medicine, however, there are exceptions. These 
exceptions have to do with patients whose uterine bleeding is due to administered 
estrogenic substances. Endometrial bleeding in those receiving estrogens for pro- 
gressing cancer of the breast is usually ne problem. If it occurs, it is likely to be 
scant and of short duration. In the author’s experience, menopausal arthralgia is 
satisfactorily allayed by the daily administration of amounts of estrogen insuf- 
ficient in themselves to cause endometrial bleeding; for example, quarter-milli- 
gram doses of diethylstilbestrol or 0.625 mg. of estrone sulphate. Ethiny] estradiol 
given in 0.02-mg. amounts may cause bleeding, even though it is efficacious in 
these arthralgias. Some physicians feel that the advantages of prescribing un- 
orthodox amounts of estrogenic substance for patients with arthritis outweigh 
the uncertainty and inconvenience caused by the endometrial bleeding there- 
from. If they become disturbed by the amount and duration of this ‘‘side effect,”’ 
they pass the problem over to the gynecologist. The author has not yet found 
cancer in patients so treated. In spite of a large experience with surgically cas- 
trated women and with those who have had a spontaneous menopause and 
although constantly alert for symptoms suggesting its presence, the author has 
been impressed with the rarity of symptom-producing osteoporosis. Endo- 
metrial bleeding in relation to the use of estrogen as part of its treatment, there- 
fore, has not come to his attention. Most instances of flowing due to administered 
estrogens occur in those being treated for menopausal signs and symptoms, and 
in most of these the dosage has been unnecessarily high. It should not be neces- 
sary to prescribe doses larger than those given above for menopausal arthralgia. 
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When bleeding is thought to be due to it, the estrogen is interdicted for at least 
six weeks. Recurrent bleeding during that interval requires investigation in the 
operating room. If no bleeding recurs, estrogen as previously suggested may be 
resumed. 

Endometrial bleeding after the age of fifty-five due to secretory ovarian activity. 
Mention was just made of the infrequent occurrence after this age of normal 
secretory ovarian activity and the regular or sporadically-occurring flowings 
therefrom. With these exceptions, the normal uterus in older women has very 
little lining and yields little or nothing in the way of tissue on curettage. When 
in older women with uterine bleeding appreciable amounts of tissue are recovered, 
even though not malignant, an abnormal condition exists. In the absence of 
endometrial cancer, these curettings are found to consist of proliferative endo- 
metrium, hyperplastic endometrium and, rarely, endometrium showing the 
influence of progesterone. When under these circumstances the administration 
of hormones can be ruled out and even though no ovarian mass can be palpated, 
it is certain that an abnormal condition of the ovaries accompanied by hormonal 
secretion exists and that hysterectomy with bilateral salpingo-oophorectomy is 
required. The ovarian abnormality will be either granulosa cell tumor, thecoma, 
thecomatosis, cystadenofibroma or cortical stromal hyperplasia. These processes 
can be present without making ovaries large enough to be palpable by bimanual 
examination. A small granulosa cell tumor is not likely to be malignant. However, 
it is potentially malignant or may be related to the development of cancer of the 
endometrium. Thecomas are extremely rarely malignant, but they also can be 
related to development of cancer of the endometrium. Thecomatosis is in the 
same category with ovarian thecomas. Cystadenofibromas are potentially malig- 
nant. Cortical stromal hyperplasia is a relatively new entity. It is commonly 
found with cancer of the endometrium. According to recent reports, it is being 
found quite frequently in patients with metastatic cancer of the breast. Exactly 
what its significance is has not yet been determined. Sometimes it is the only 
ovarian finding when hyperplasia of the endometrium in women over the age 
of fifty-five is discovered. It has not yet been demonstrated to be or not to be 
an estrogen-producing process. In this connection the author is impressed by 
the occasional case of endometrial hyperplasia in older women to account for 
which, on the basis of secretory activity, no lesion can be found in the ovaries. 
It appears that spontaneous endometrial growth without the necessity of hor- 
monal stimulation is a possibility. This possibility is not really farfetched. After 
all, why should not the endometrium on occasion undergo spontaneous benign 
neoplasia just as so many other tissues in the body do? The finding of atrophied 
ovaries in a patient with menopausal symptoms and endometrial hyperplasia 
accompanied by bleeding is a point in favor of the occurrence of benign neoplasia 
in this tissue. 


NON-MALIGNANT LESIONS CAUSING BLEEDING BETWEEN THE AGES OF 
FORTY-FIVE AND FIFTY-FIVE 


With the exception perhaps of intrinsic vascular disease of the uterus, the 
benign lesions causing bleeding during this decade are those already discussed. 
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| uring this decade, however, not only normal uterine bleeding but the frequent 
occurrence of dysfunctional uterine bleeding complicates matters. As the term 
signifies, there is no “lesion” to which dysfunctional uterine bleeding can defi- 
nitely be attributed. Although this disorder does not properly come under the 
heading of non-malignant lesions causing bleeding, its importance as a clinical 
entity justifies placing it in that category. During this decade fibroids, endo- 
metriosis and chronic pelvic inflammation are also involved in bleeding situations 
and their management, and hence are included as lesions which may be causes 
of bleeding. 

Dysfunctional uterine bleeding manifests itself in the following ways: mid- 
month staining, premenstrual staining, profuse flow of normal duration occurring 
at about 28-day intervals, prolonged flowing starting at about 28-day intervals, 
too frequent periods, and constant or intermittent staining with or without bouts 
of profuse flowing. If the patient can satisfy her doctor that her stains are indeed 
only mid-month or premenstrual, she need only be reassured. These aberrations 
in function may be only temporary or sporadic. Reassurance, of course, is also 
based upon negative findings through performing the routine diagnost‘ pro- 
cedures described early in this paper. During this discussion of dysfunctional 
bleeding it is being assumed that the routine diagnostic procedures are giving 
negative findings. This temporary assumption is being made in order to empha- 
size the value of the history in the diagnosis of this disorder. There is no need of 
advising dilatation and curettage under anesthesia for patients who definitely 
have no other staining except at mid-month or before menstruation. If either of 
these stainings is repetitive and the patient is bothered, temporary and even 
permanent remission can be achieved in the following way: the patient is in- 
structed to ingest 7.5 or 10.0 mg. of estrone sulphate daily for 25 days starting 
with the onset of a period. This amount of estrogen temporarily inhibits gonado- 
tropic stimulation of the ovaries, the idea being that normal function will ensue. 
The patient should be warned of the mucoid vaginal discharge she may have as 
a result of stimulation of the cervical glands by these amounts of estrogenic 
substance. This therapy also temporarily allays premenstrual tension which so 
commonly accompanies these disorders. To save expense it may seem preferable 
to prescribe diethylstilbestrol in doses of no less than 3.0 mg. daily for 25 days 
starting with the onset of a period. The patient needs to be warned of the malaise 
this drug may induce during the first two to four days of ingestion and exhorted 
not to omit medication. It is well to prepare her also for the development of 
vaginal discharge, some soreness of her breasts and more or less pigmentation 
of her nipples and areolae. 

For those with regular but profuse periods the therapy just described is effi- 
cacious. Reduced flowing almost immediately follows the initiation of treatment 
and during the remainder of the 25 days no further bleeding should appear, and 
a simple flow ensues after treatment is discontinued. If the author elects to pre- 
scribe stilbestrol for patients with this type of dysfunction, he arbitrarily sets 
the dose at 25.0 mg. daily for 25 days, feeling that the results are more predictable 
than with smaller doses and having found that the side effects are not disturbingly 
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type of therapy indicates some abnormal condition inside the uterus besides an 
abnormally-functioning endometrium and the necessity of examination under 
anesthesia. 

Until recent years the author felt that progesterone was important in the 
treatment of dysfunctional uterine bleeding. Although the results of its use were 
satisfactory, its expense, the inconvenience of injections, the uncertain effect 
of oral administration and the flowing following its withdrawal, which was so 
often profuse, led him to give it up. 

Prolonged periods, whether sca.t or profuse, and starting at about four-week 
intervals are also satisfactorily managed, at least temporarily, by the above 
therapies with estrogen, providing there has been no bleeding from the en‘ of 
one period to the onset of the next and that no bleeding occurs during the inter- 
val while estrogen is being ingested. Intermittent flowing between periods and 
the merging of one flowing spell with another is the sort of history which makes 
the diagnosis of ‘‘dysfunction”’ unlikely. 

As is well known, many women have normal periods occurring at intervals 
of 18 to 26 days without any other disorder and are not unhappy about them, 
especially when routine diagnostic procedures reveal nothing disturbing. Often 





patients come for examination because they have had two periods within a 
month and are back on a regular schedule by the time they report. No therapy. 
of course, is necessary. Sometimes patients will have a delayed period which 
may or may not be profuse, followed within three weeks by another period which 
may be normal or scant and may even continue as a staining until the onset of 
the next period coming at an interval of about 28 days from the first one. With 
a story like this no treatment is necessary. The patient need only have the situa- 
tion explained as an ovarian upset and asked to report further aberrations. 
However, when cycles of 12 to 18 days are repetitive it is best to interrupt them 
by the use of one of the previously-described estrogen treatments, providing 
there has been no intermenstrual staining. 

When the story is one of constant or intermittent staining, with or without 
regularly or irregularly occurring bouts of profuse flowing, the diagnosis of dys- 
function cannot be made with assurance without dilatation and curettage. In 
this situation the uterus may be somewhat enlarged and globular so that one 
will wish to be more certain of what is going on inside it. Furthermore, it may 
contain a large amount of hyperplastic endometrium, which is more certainly 





removed by curettage than by hormones. 

There are probably many etiologies of dysfunctional uterine bleeding. It 
could be reasoned that any disease or disorder anywhere in the body might be 
etiological. Because of this possibility and for obvious reasons, the study and 
treatment of the patient as a whole is recommended. On the other hand, and 
especially during the decade under consideration, the etiology of dysfunctional 
uterine bleeding may perhaps be nothing more than waning ovarian activity 
through depletion of follicles and hence decreased secretion and hormonal im- 
balances therefrom. During this decade other matters require consideration in 
relation to dysfunctional uterine bleeding. To this point we have been assuming 
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hat this was the only abnormality, which so often is not the case. Prolapse and 
iginal relaxation giving symptoms and signs are good reasons for surgery, at 
hich time abnormal bleeding can be eliminated by vaginal hysterectomy and 
1e Ovaries inspected as well. Vaginal hysterectomy also removes the cause of 
vemenstrual tension, which is so often associated with dysfunctional uterine 
jeeding. It also removes the second most common source of cancer in women. 

Low-abdominal pain, acquired dysmenorrhea, abnormal bleeding and ag- 
vravated premenstrual symptoms, especially headaches, along with low back- 
ache and low-bowel complaints, worse in relation to menstruation, all suggest 
the diagnosis of endometriosis. Tender enlargement of one or both ovaries with 
this history is also suggestive. The palpation of tender nodules in the upper 
recto-vaginal septum, posterior fornix or pouch of Douglas makes the diagnosis 
almost certain. (Endometriosis which perforates into the posterior fornix of the 
vagina becomes a definite cause of bleeding. The process may suggest cancer 
until proven otherwise by biopsy.) Under these circumstances there appears to 
be no valid reason for temporizing with the use of hormones in this age group. 
Nor does the author feel that sterilization by radium or X-radiation is proper. 
The diagnosis is not final without laparotomy. Furthermore, there is more than 
a coincidental association between cancer of the ovary and ovarian endometriosis, 
for cancer has been found significantly often in chocolate cysts. Complete 
hysterectomy with bilateral salpingo-oophorectomy is the proper treatment. 
Even though endometriosis may make the removal of the cervix technically 
more difficult, the potential hazards, both benign and malignant, according to 
the weight of present gynecological opinion, make its removal the wiser procedure 
whenever hysterectomy is necessary. An occasional patient in this age group 
complains of abnormal bleeding and t!ic development of disabling cramps with 
menstruation. Her uterus will be found enlarged, sometimes considerably. so, 
no other pelvic abnormalities being palpable. This is a definite syndrome; the 
diagnosis is diffuse adenomyosis of the uterus; complete hysterectomy is required. 
If the ovaries are normal, their removal or retention depends upon the judgment 
of the individual operator. In place of ‘‘judgment”’ I am tempted to write ‘‘emo- 
tional state.’”’ If at the time he has been treating a run of ovarian tumors, in- 
cluding cancers, and especially if these tumors have developed in retained ovaries, 
he may feel that all ovaries had better be removed at the time of complete 
hysterectomy from the age of forty-five years on. On the other hand, he may have 
been seeing a series of high-strung patients who were attributing all their troubles 
to previous surgical castration and hence, temporarily at least, decide on ovarian 
conservation. Rumors that ovaries may serve a physiological purpose after the 
menopause may be influencing him, or he may have recently heard of a case of 
osteoporosis developing in a castrate. 

Whether or not chronic pelvic inflammation, or acute pelvic inflammation for 
that matter, is a definite cause of abnormal endometrial bleeding is unknown. 
The association is frequent but not consistent. Chronic pelvic inflammation is a 
specific lesion causing bleeding when a hematosalpinx discharges its contents into 
and through the uterus. Occasional intermenstrual gushes of thin, light or dark 
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brown discharge or thick, brown discharge, sometimes mucoid, persisting up to 
two weeks after menstruation are the indicative manifestations. In a patient 
with abnormal bleeding from the uterus, low-abdominal discomfort, pelvic pain, 
acquired dysmenorrhea and backache are suggestive of chronic pelvic inflam- 
mation. The presumptive diagnosis gains some support if the patient is a case 
of “one-child,” involuntary sterility. The palpation of adnexal masses, which 
may or may not be tender, strengthens the diagnosis and is an indication for 
laparotomy. On the other hand, there may be no palpable evidence of pelvic 
abnormality, and one may find himself treating the abnormal bleeding with 
estrogen, unless the symptoms just enumerated are severe enough to make ex- 
ploratory laparotomy advisable. If one suspects the presence of chronic pelvic 
inflammation and cannot get sufficient confirmatory evidence by examination, 
a uterotubogram performed when the patient is not bleeding may settle the 
diagnosis one way or the other. The author would point out that symptoms sug- 
gestive of endometriosis and chronic pelvic inflammation may occasionally be 
the temporary complaints of patients with dysfunction characterized by inter- 
mittent bleeding from a poorly developed secretory endometrium. Simple anal- 
gesics and 25.0 mg. of stilbestrol orally daily for 30 days constitute therapy. 

It is well known that quite a few patients do not come to operation because 
of chronic pelvic inflammation alone. The disease is found unexpectedly at the 
time of surgery for fibroids or ovarian tumors with or without abnormal bleeding. 
In the age group under consideration there can be but little argument in favor 
of ovarian conservation at the time of hysterectomy for fibroids and pelvic 
inflammation. The chances of pain with or without cystic change in the retained 
ovarian tissue are too great. And of course there can be no argument at all in 
favor of ovarian conservation when ovarian tumor and chronic pelvic inflam- 
mation are found together. While in this dogmatic vein, the author takes this 
opportunity of stating that he perceives no valid reason for bilateral excision 
of the Fallopian tube as an operative procedure. This operation has no place 
in the management of any kind of pelvic inflammation. It leaves behind a useless 
uterus, which so often sooner or later bleeds abnormally and in which benign 
or malignant tumors develop. Nor can he perceive any reason for removing both 
ovaries and leaving the uterusin. Either cancer of the cervix or endometrium can 
still develop in such a uterus. When there are proper indications for removing 
both tubes or both ovaries, the performance of a complete hysterectomy will 
save further trouble, further surgery and even life. These same statements apply 
to the operation of tubal sterilization by whatever means it is done—with excep- 
tions based on the best of medical and obstetrical judgment. 

The only fibroids which are definitely known to be causes of abnormal uterine 
bleeding are the submucous and intrauterine varieties. When secondary anemia 
is marked, their presence is always strongly suspected, even though the diagnosis 
may not be possible by palpation. Curettage under anesthesia with exploration 
of the uterine cavity and readiness for a hysterectomy are indicated. In the case 
of a single fibroid which bulges into or through the cervix it is probably better 
judgment to clamp the pedicle, cut the fibroid away, curet and explore the uterine 
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cavity, send the patient to bed and remove the clamp the next day—and await 
further developments before deciding for or against hysterectomy, in the mean- 
while treating her anemia. Profuse periods which may or may not be somewhat 
prolonged, even when intermenstrual flowing is not described, raise the suspicion 
of a submucous fibroid in patients with fibroidg easily diagnosed by bimanual ex- 
amination and no more than slight secondary anemia. Curettage, exploration 
of the uterine cavity and readiness for hysterectomy are advised. Let us suppose 
in this instance that the patient is more than usually averse to hysterectomy and 
no irregularity of the uterine cavity can be determined, thus indicating her 
abnormal bleeding to be basically dysfunctional. Situations like this call for 
balanced judgment. If she has had no pain, and palpation of her fibroid uterus 
elicits no especial tenderness and the uterus is not more than three and one- 
half inches in diameter, one might elect to follow her with periodic examinations 
and the expectation of a spontaneous remission of profuse flowing and regression 
of the fibroids during the climacteric. On the other hand, if she is forty-five or 
forty-six years old the chances of further growth of the fibroids and persistent 
or recurrent abnormal bleeding are great enough to warrant hysterectomy. 
On the basis of size alone it does not seem justifiable to attempt to avoid surgery 
when the uterus is more than three and one-half to four inches in diameter. 
Furthermore, one must be constantly on the alert, when considering watchful 
waiting, not to mistake an ovarian tumor for a fibroid. About twice a year the 
author sees a patient in whom a diagnosis of fibroids had just been made but who 
is found to have bilateral ovarian cancer. Actually relatively few patients with 
fibroids and abnormal bleeding can be followed conservatively, but in those in 
whom the bleeding seems to be dysfunctional and not disturbing and the small 
fibroids seem to be simply an associated lesion, the outcome is likely to justify 
the conservatism. 

Eight years ago the author ceased entirely using radium or advising X-radia- 
tion in the treatment of non-malignant lesions causing or accompanying bleeding. 
This was because as many as 8 patients, so treated 5 to 25 years previously, 
were being seen yearly for bleeding and found to have endometrial polyps, 
hyperplasia of the endometrium, uterine cancer and ovarian tumors. This experi- 
ence, which continues, made it seem wiser not to persist in the use of radiation 
in benign conditions, there being no certainty that this damaging agent is not 
etiological in the complications just listed. As described in this paper, therapy is 
satisfactory without it. 








PSYCHIATRIC ASPECTS OF MENTAL COMPETENCY IN 
THE AGING* 


HOLLIS E. CLOW, M.D. AND EDWARD B. ALLEN, M.D. 
. 
New York Hospital—Westchester Division, White Plains, New York 


The opinion of the psychiatrist is often of critical importance when the mental 
capacity of an aging person is challenged with regard to competence to make a 
will, transact business, make contracts of various kinds, including marriage, 
or to be held responsible for any alleged violation of the law. These problems are 
of course especially pertinent when the aging person, as it not infrequently 
happens, actually shows some degree of mental inadequacy. This may be evi- 
denced by such signs as memory defect, poor judgment, periods of confusion, 
or other conditions often leading to admission to a mental hospital. Even when 
such mental defects do not exist there seems little to prevent some person actually 
in bad faith, or from some so-called mistaken notion too often prompted by the 
possibility of gain, from trying, for example, to have a will or contract invalidated. 
In other cases of actual testamentary incapacity or the real existence of undue 
influence, a gross injustice may be done to the family or friend who had in fact 
cared for and perhaps supported the aging patient. 

Since such matters as mental competency require settlement by law, the 
medical practitioner and especially the psychiatrist, who is accustomed to deal- 
ing with emotional and mental problems, is asked to give expert testimony as to 
the relevant scientific facts and certain opinions based upon these facts. The 
psychiatrist habitually makes use of his experience in his daily practice in esti- 
mating the capacities of his patients with regard to what they can do and how 
they are likely to behave under certain circumstances. He has a practical knowl- 
edge of how his patient thinks, feels and behaves. Matters relating to the mental 
abilities of his patients and their adaptability to reality are necessarily well 
understood by him. 

The psychiatrist knows that people vary in their rates of aging both physically 
and mentally. He recognizes that certain emotional and mental changes are so 
frequently associated with the aging process as to be considered normal, although 
some persons die at an advanced age with scarcely any such obvious changes. 
He observes that in the absence of organic pathology and even when there is 
some present, an aging person, arbitrarily so considered after the age of 60, who 
maintains vital interests and actively uses his mind, often remains mentally 
vigorous much longer than otherwise is the case. 

Some of the mental and emotional changes associated with aging relate to 
attitudes consistent with changes in life situations. Such events as the retirement 
from work which has always absorbed the major part of a person’s interest and 
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a iention, may have a very pronounced effect on his morale. If he is not prepared 
t. retire to new interests and associations or the fuller pursuit of old hobbies, 
h« feels that time hangs on his hands and he is useless, and he becomes restless 
wth unexpendable energy and dissatisfaction. He is often worried, concerned and 
ce mpulsive over trivial matters. He putters over small jobs. With a decreased 
income he may worry over financial matters. Lonesome and with a gradually de- 
creasing circle of friends and acquaintances, he takes great interest in the obituary 
columns. He becomes over-cautious, partly as a result of previous experiences 
aud partly because of the Wish to avoid the stress of new situations. Moodiness, 
depression, irritability and jealousy often ensue. Because of his sensitivity, he 
may have disheartening quarrels with members of his family. A certain amount 
of suspiciousness often arises with the belief that people do not like him or are 
working against him (1). As he grows older with more time for introspection, 
he often becomes more religious and philosophical. 

With increasing physiological aging, he is likely to have more physical com- 
plaints. He is often concerned over the diminished acuity of his sense organs. 
Deafness may increase his suspiciousness because he cannot hear clearly what 
people are saying, but he may refuse to learn to use an hearing aid. He may 
become more sensitive to cold and changes in temperature and find that certain 
foods do not agree with him. Often he magnifies and uses his physical com- 
plaints to get sympathy and attention. He lacks energy. He likes to reminisce and 
live in the good old days. He regrets changes in customs which he has no interest 
in accepting. His feelings of inadequacy make him increasingly dependent on 
the advice and attention of others. This tendency often causes trouble, since 
comparative strangers may exploit him for their own gain, receiving loans of 
money or gifts which he cannot afford. 

Such characteristics when present to a mild degree do not ordinarily affect the 
person’s ability to use reasonable judgments when he is confronted with a prob- 
lem which interests him. He may however respond to his anxieties, worries and 
fears by developing the signs of a definitely recognized mental illness. This 
illness may manifest itself rather mildly as a psychoneurosis or more severely 
as a psychotic state. Involutional psychosis, melancholia or a condition of the 
paranoid type, frequently may occur after the seventh decade of life. Another 
fairly common functional mental condition found in the aging is manic-depressive 
psychosis which may be a repeated episode of a similar condition from which the 
patient has suffered at an earlier period of life. Sometimes the functional mental 
illnesses may be influenced also by the presence of certain organic degenerative 
changes in the brain which can also be recognized by definite symptoms. Mani- 
festations of dementia praecox, which is such an important source of disability 
in earlier years, do not ordinarily commence in the later years, although people 
who suffer from the difficulties described by this term may live to a very ad- 
vanced age. 

A psychoneurosis generally does not seriously impair the sense of reality or 
the validity of a patient’s judgment. In a psychotic state the patient’s capacity 
for judgment is often inadequate, but the medical and legal view are similar in 
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recognizing that this is not always the case, depending upon the individual cir- 
cumstance on which judgment is to be exercised as well as on the condition of the 
patient at the particular time. Often an incompetent psychotic person may 
rapidly become competent after shock treatment. Such conditions can best be 
understood by the able psychiatrist who has carefully studied the patient. With 
the facts firmly in mind the application of the established law is best understood 
by the judge or the able lawyer. 

Aging people often continue to get along without any evidence of emotional 
or mental disorder until perchance certain progressive organic changes in the 
brain are reflected in the mental state known as simpl!e senility. The person then 
shows characteristically severe memory defects due to arteriosclerotic or senile 
changes in the brain. With a let down in general appearance and behavior, he 
shows a general personality deterioration with or without definite delusions but 
is not necessarily disturbed in his behavior. His mode of life becomes largely 
vegetative. He is preoccupied by his own personal wants as though conserving 
his strength to hold himself together. He has no energy for interests in others. 
He perseverates in his work and action, doing the same thing over and over, 
or recapitulating his acts. He has limited capacity to comprehend the events 
around him, is no longer able to elaborate ideas and is impaired in his imagination 
and judgment. He may be garrulous but empty in his talk. He fabricates stories 
on any suggestion to cover up his memory defects. He is irritable and emotionally 
labile, often breaking alternately into tears or laughter for no apparent reason. 
He does not remember his moods, which are not long sustained, and he may 
naturally excite sympathy in others which is deeper than his own feeling. He is 
often confused, but especially when his condition is due to cerebral arterio- 
sclerosis he may have periods of clarity. He may become subject to confusion 
with disturbed behavior especially at night. Delirium is easily precipitated by 
infections or other toxic factors including medicines which are indicated for his 
physical condition. Life may gradually ebb, perhaps, with a repetition of small 
strokes, as described by Alvarez (2), without periods of unconsciousness or focal 
neurological signs but with increasing degrees of mental deterioration. 

The symptoms of simple senility may be of varying degrees and even if far 
advanced do not necessarily, within limitations established by law, render the 
person incompetent for certain acts, particularly the right to make a valid will. 
Especially in patients suffering from arteriosclerosis of the blood vessels supply- 
ing the brain, the mental state is variable so that the person is competent one 
day and confused the next or his state of mind may change within a few hours. 
The importance of psychiatric attendance and opinion in these periods of lucidity 
is apparent before the patient is allowed to sign any papers. 

Although mental competency is-usually considered to be a legal term and the 
physician does not rule on the actual existence of competency in this sense, it 
would be very difficult at times to make such decisions without the expert 
testimony of the psychiatrist and frequently the facts supplied by the observa- 
tion of the patient’s attending physician. Legally it is not the tendency, as it 
was at one time under the Common Law of England, to assume that the mind 
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0} man is indivisible and that derangement of one part of the mind represents 
a derangement of the whole. A man may now be considered legally competent 
in the matter under question although not in others and vice versa. Although 
the psychiatrist does not directly establish the matter of legal competency, he 
must make up his own mind in a medical sense as to whether the person is com- 
petent with regard to the matter under question. 

What is meant by mental competency in a scientific and medical sense? As 
physicians we know that it is impossible to draw an arbitrary line between com- 
petence and incompetence. Every case must be examined on its individual merit 
just as in legal practice. Incompetency is not a disease but is the result of mal- 
function or deficiency in the mental functioning of an individual. There are no 
few simple signs or symptoms that indicate a person to be mentally ill or in- 
competent. Such conclusions depend on an understanding of the whole personality 
which is not a rigid, static state but is a moving, functioning unit. 

Although such questions as weakness of mind, the effect of delusions and undue 
susceptibility to influence are prominent in the legal conception of competency, 
we know as physicians that many other specific factors enter into a person’s 
competency and mental responsibility. We are interested to determine whether 
the aging person was well oriented for person, time and place. We should like 
to know whether he is incompetent in judgment because of the overwhelming in- 
fluence of some emotional disorder such as a severe depression or manic pressure, 
in which he might take action which would cause him loss or punishment. 

The expert psychiatric witness must apply himself to the facts. The objection 
is often made of the psychiatric witness that he theorizes too much, that he is too 
vague and impractical, that psychiatrists disagree. This is not surprising in view 
of the legal procedure of asking hypothetical questions with the purpose of clarify- 
ing facts and applying general rules for the benefit of the jury (3). These analogies 
ordinarily do not really exist in fact as applied to any particular patient. Opinion 
evidence based on facts would seem to allow the greatest degree of real informa- 
tion for the court. Another question that is often raised is that of disagreement 
among psychiatrists which the press frequently refers to as the ‘“‘battle of ex- 
perts.”” This difference of opinion is sometimes superficially explained on the 
basis of ‘‘different schools of thought.’’ Although the facts may be in question, 
it would appear from observation that when competent and experienced psy- 
chiatrists have had a chance to study the patient and his record, there is usually 
little essential disagreement in opinions regarding his capacities from a medical 
standpoint. There are plenty of pertinent and observable facts which have defi- 
nite meaning to capable experienced psychiatrists, without reference to any 
constricting notions of schools of thought. 

Legal certification of a person as mentally ill, either with or without admission 
to a hospital or in cases of voluntary or other accepted methods of admission, 
does not in most states mean that the person is necessarily incompetent to handle 
his affairs. Nor do persons need to be declared mentally ill to be considered in- 
competent. A person of any age may be adjudicated as incompetent when he is 
unable for any reason to manage his affairs, such as in the case of habitual 
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drunkenness, imbecility arising from old age and loss of memory or understanding. 
In some states the judicial finding that a person is mentally ill and certifiable to 
a hospital does also include the adjudication of incompetence on the part of the 
person to handle his affairs (4). In most states, however, special incompetency 
proceedings are required. Many people who need treatment in a mental hospital 
are able to manage their own affairs perhaps with the help of their families. 
For obvious reasons, the avoidance of incompetency proceedings when not neces- 
sary is very desirable for the patient’s welfare, especially in the very frequent 
cases where he is medically considered to have a recoverable mental illness (5). 
Such proceedings may be expensive and may be dislocating to one’s affairs and 
business as well as discouraging to the patient. If a patient is found to be in- 
competent to handle his own affairs, the law protects his interests by taking the 
control of his finances and business and placing him under a guardian whose func- 
tion in effect is to act for him as the patient himself would have acted if he were 
still reasonable. However, the guardian’s acts to be valid, are subject to the 
approval of the court in the management of the estate and the care of the person. 

It is held by the law that competency is not a general term but deals with the 
ability of the person to understand the nature, meaning and probable effect of 
a specific act under question. He must also have the mental capacity to exercise 
a freedom of his will in his transaction, 7.e., there must be sufficient mental 
strength to enable him to make the conveyance as the result of a fixed purpose 
of his own rather than from the prompting of an irrational impulse or the in- 
fluence of another person (6). 

It has been held that a contract made by a person legally certified as incom- 
petent is void. A contract made by him while mentally ill but before certification 
may be voidable if it can be shown that his mental illness was of such a nature 
as to prevent him from understanding the nature and effects of his acts at the 
time of making the contract. 

The conservation of the mentally ill person’s property is protected. He may, 
as a rule, receive and hold property as a normal person either by deed, gift or 
inheritance. He cannot, however, dispose of his property although his estate is 
liable for the necessary and proper expenses of his care and that of his immediate 
family. 

With regard to marriages it has been held that if the aging person had a psy- 
chosis at the time of marriage the marriage is voidable. In simple non-psychotic 
senility the marriage is not voidable if the patient was capable of understanding 
the nature o: the marriage and the duties and obligations of such a contract. 

The mere fact of a testator being mentally incompetent to transact business, 
of being under guardianship or of receiving care in a mental hospital does not 
necessarily affect his capacity to make a will unless his unsoundness of mind 
extends to the subject of the will itself. The patient may be extremely deranged 
in one or more subjects and yet be considered entirely competent to make a will. 

Mental illness is considered in the laws of all civilized nations to be a defense 
against punishment for crime. This is because one of the essential ingredients of 
crime is intent. When the mind of the perpetrator is so disordered as to exclude 
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ihe presence of intent or animus in the commission of the crime in question, he 
may not be punished as a criminal. Such conditions may occur in the mentally 
impaired aging person. 

Criminal intent is held to be an essential element of crime and if a person is 
mentally unable to have a criminal intent, he cannot be regarded as guilty. Even 
if an individual with a paranoid trend intentionally commits a crime, he may in 
response to delusions consider that his action was right and he may not be punish- 
uble. To establish a defense on the ground of insanity it must be clearly proven 
that at the time of committing the act the accused had such a defect from dis- 
order of the mind that he did not know the nature and quality of his act or, if 
he did know it, did not know that what he was doing was wrong. 

There may be differences of opinion based on facts as to whether a person 
knew what he was doing. The mentally ill person may in either a short or pro- 
tracted mental illness have a lucid interval when he is competent to make a trans- 
action. These lucid moments often can be affected in the delirious by the removal 
of all toxic influences including sedatives and even drugs as soon as possible. In 
the cerebral arteriosclerotic they can be promoted in various ways such as the 
removal of toxic influences, the elimination of external stresses and strains in 
a mental hospital and the use of electric shock therapy. All of these methods may 
affect only temporary lucidity or competency, but this may be sufficient with 
adequate witnesses present for the carrying out of legal or business transactions. 

In senile dementia or any progressive disintegration and deterioriation of brain 
tissue this variable or reversible quality is not present. The pathology is of defi- 
nite structural impairment of the brain tissues rather than due to variations in 
the circulation or temporary toxic effects upon the nerve cells or nerve fiber 
pathways of the brain. The senile dement is not generally subject to reversible 
changes or to marked fluctuations of lucidity and mental competency. 

In establishing a medical opinion as to a person’s mental capacity or com- 
petency, one sometimes might wish to include a consideration of certain psycho- 
logical tests. These of course cannot be conclusive as to the matter of mental 
competency but may give certain supporting evidence in some cases. Some psy- 
chological tests have been of interest in indicating the presence of organic mental 
disturbance. The Rorschach test appears to have special value in this regard (7). 
In a group of 101 patients studied in the psychology department of the New York 
Hospital-Westchester Division, a Rorschach opinion of organic brain disorder 
made independently without other information was confirmed clinically in 97 
per cent of the cases. These patients ranged in age from 16 to 92 years (8). The 
electroencephalogram is another useful method of testing for organic brain dis- 
order. No laboratory test however can actually establish the presence of mental 
disorder or competency. Rothschild (9) has shown that even postmortem ex- 
aminations of patients suffering from psychosis with cerebral arteriosclerosis 
and senile psychosis indicate that the amount of organic degeneration of the 
brain is not necessarily related to the severity of symptoms. Some patients who 
showed mild mental deterioration had marked pathological changes, while others 
with considerable mental deterioration showed relatively minor pathology in 
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the brain. There is always the matter of total personality organization and capac- 
ity of some persons to get along despite severe brain disease. This capacity can 
be evaluated only by the study of the functioning personality with a considera- 
tion of tests and fundamentally is done by clinical psychiatric examination 
taking into account all of the facts. 

Medical testimony is essential in determining the facts of competency. In 
“Scientific Proof and Relations of Law and Medicine” (10), Roscoe Pound has 
said, ‘‘Legal precepts presuppose as given the facts to which they are applicable. 
When the facts are established, a rule of law fixes the legal result. But the facts 
in any concrete controversy are seldom so given as to permit a mere mechanical 
process of applying the appointed legal precepts. They must be ascertained and 
in ascertaining them courts have always had to call upon the medical profession 
for assistance in interpreting the evidence. But the lesson of judical fallibility 
of the means of ascertaining the facts is always with us.” 

In an address on “‘Learning and Science” Justice Oliver Wendell Holmes has 
said, ‘An idea! system of law should draw its postulates and its legislative justifi- 
cation from science” (11). Hubert Winston Smith (12) states ‘““The law is both 
a reflective and reflected science. The survival and security of man and his hopes 
of happiness depend upon the successful quest of social synthesis. Again, if there 
is anything that needs constant renovation, it is the law. It needs extrinsic 
criticism to reserve it from historical errors and the obsolesence brought by 
time.” 

The civic rights of a citizen admitted to a mental hospital are thoughtfully and 
carefully protected and his mental competency is recognized as something which 
is not static, but subject to change. 

In New York State, patients in mental hospitals, both public and private, 
are subject to General Order *10 of the Department of Mental Hygiene (13) 
which specifies in fact that, “Except or otherwise provided by this order, no 
mentally ill, mentally defective or epileptic patient shall be permitted to sign 
any bill, check, draft or other evidence of indebtedness; to make a will; or to 
executive any contract, deed, mortgage, or legal conveyance, except upon the 
order of the Commissioner, or a judge of a New York State court of record, or 
a federal court, showing that the judge had notice of the fact that the person 
whose signature is sought to be obtained was at the date of the order a patient 
in an institution for the care and treatment of the mentally ill, the mentally 
defective or the epileptic.’’ General Order ¥ 10 further specifies that the director 
or officer in charge in a mental hospital may permit patients to endorse checks 
when the sum involved does not exceed one hundred dollars. It further states, 
“The director or one of his assistants, designated by him, shall be present when- 
ever a patient affixes his signature to any check or legal document.” 

In New York State even though the patient has not been declared incompetent 
by court action, nevertheless irrespective of whether his admission status to the 
mental hospital is voluntary or certified, he is not allowed to sign any legal docu- 
ment involving him in any financial or property deal without a waivering of 
General Order #10. This is obtained by the medical director of any licensed 
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mental institution in New York State by writing to the Commissioner of the 
Department of Mental Hygiene of the state and declaring that the patient 
concerned is competent to know the nature of his act, of making a valid signature, 
aiid that both he and all interested parties are aware of the fact that he is in a 
mental hospital and wishes to make the signature. 


SUMMARY 


In the later years of life people are likely to show varying degrees of limitation 
in personality including memory defects, emotional lability, periods of confusion 
and at times poor judgment. A certain amount of change is considered normal in 
senescence. Consequently, questions of mental competence are particularly likely 
to be raised during this period either with legitimate or less commendable motiva- 
tions. 

The medical practitioner is frequently asked to testify in the interest of justice 
when legal questions arise as to the mental competency of the aging person to 
make a will, transact business or, perhaps, to be held accountable for offenses 
against the law. 

Although expert psychiatric opinion is particularly required, the family 
physician is also likely to be consulted since he is often the one most familiar 
with the facts of the details of behavior and the mental condition shown by the 
patient. To be effective the psychiatrist should be thoroughly acquainted with 
the history of the patient and have the opportunity to make a thorough examina- 
tion. It is suggested that a wider use of opinion testimony, rather than the use of 
hypothetical questions, would bring out more truth and fewer differences of 
opinion. 

Persons vary greatly in showing the physiological effects of aging, which is 
not chronological, although those over 60 are considered here to be in the aging 
period. Completely recoverable functional mental illnesses are common in this 
period. The law has recognized that it cannot be decided arbitrarily that because 
an aging person is mentally enfeebled or even psychotic, he may not at times be 
able to make reasonable decisions in specific matters, particularly with regard 
to the ability to make a will. The person might not be able to understand the 
nature of his actions at one time but have mental competence a few hours later. 
This is particularly true after treatment in certain patients with arteriosclerotic 
brain disease and organic delirium. A person who is incompetent because of 
certain functional psychoses may be able to act in a relatively short time after 
electric shock therapy. 

In aging people when there are long and continued brain tissue changes, 
whether due to cerebral arteriosclerosis or senile degeneration, accompanied by 
prolonged confusion, memory defect and clouded judgment, there should be no 
hesitation to consider the person incompetent if the management of his affairs 
warrants this decision. 

Frequently the mental competency of a person to make a will or transact other 
business is not questioned until some time afterward or, perhaps, after the person 
has died. In cases where such a question might be expected to arise, it would be 
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desirable to have a psychiatrist, as well as a lawyer, present to determine the 
mental state of the person at the time of his action. 
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THE ROLE OF IRRADIATION IN THE MANAGEMENT OF 
BREAST CANCER 
L. H. GARLAND, M.D. 
Cl nical Professor of Radiology, Stanford University Medical School, San Francisco, Calif. 


Che management of breast cancer involves consideration of (a) the tumor and 
(b) the host. The problem of breast cancer is the management of cancer outside 
the breast. When the cancer is confined to the breast, simple mastectomy will 
cure. Unfortunately, it is not possible to tell by clinical means alone whether a 
given tumor is confined to the breast; it is estimated that at least 30 per cent of 
patients who have no clinical evidence of lymph node metastasis show micro- 
scopic evidence of such at time of operation (either axillary or mediastinal node 
involvement). A number of these can be salvaged by radical operation or by 
postoperative radiotherapy. The remaining cases require management of the 
patient as a whole in order that comfortable survival can be maintained as long 
as possible. 

The everyday care of women with breast cancer involves the treatment of 
patients in all stages, operable, inoperable and recurrent postoperative. At the 
present time about 60 per cent of patients present themselves while they are 
apparently operable, and about 40 per cent when they are inoperable. By 
“operable” is meant a patient in good physical condition who has a movable 
tumor in the breast, with or without movable low axillary lymph nodes, and no 
clinical or radiological evidence of breast cancer elsewhere. The results of opera- 
tion, when the tumor is confined to the breast, are very satisfactory, reaching 
as high as 85 per cent in expert hands. On the average, about 75 per cent of the 
select group of patients with Stage J disease are alive and well at the end of five 
years’ time. About 25 per cent of those in clinical Stage JJ are well after five 
years. Almost no Stage III cases are alive at five years. The absolute five year 
arrest rate, when all cases are considered, is only about 30 per cent. 

In order that the terms “absolute” and ‘relative’? may be understood, and 
the terms arrest (or “‘cure’’) and survival may be agreed upon, the reader is 
referred to Table 1. It seems to me that for overall evaluation of the results of 
any type of treatment, it is desirable that data should be presented on an absolute 
basis. However, for evaluation of one specific method of therapy, a relative basis 
is perfectly permissible, provided that such is made clear. The term ‘‘arrest”’ 
is regarded as equivalent to living and well, that is, without clinical evidence 
of tumor. The term “survival” is regarded as equivalent to living, with or with- 
out clinical evidence of tumor. Most surgical and radiotherapeutic data are 
based on cases accepted for treatment, that is, are ‘relative’ and not absolute 
results. 

CLASSIFICATION 

When a diagnosis of probable or definite breast tumor has been made on 

clinical grounds, we believe an attempt at classification is desirable, based on 
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Steinthal’s original description.' Stage I is essentially a movable tumor, confined 
to the breast; Stage J] is a movable tumor with palpable, mobile axillary nodes; 
Stage III is a tumor with evidence of fixed nodes, or of spread beyond the axilla, 
or with extensive skin invasion. Haagensen, Patterson, Portman and others 
have presented important and valuable modifications of this classification. 
However, space does not permit detailed consideration of such in this review. 

In recent years there has been a recrudescence of interest in mediastinal lymph 
node involvement. Handley is quoted as stating that about 75 per cent of pa- 
tients with tumors in the inner half of the breast have involved parasternal 
lymph nodes at time of diagnosis, and 30 per cent of patients who have tumors 
in the outer half of the breast and involved axillary nodes also have internal 
mammary lymph node involvement. The largest of these parasternal nodes 
tends to be at the second intercostal space anteriorly. It is reported that some 


TABLE 1 


Different Methods of Reporting Results (on an absolute or relative basis; according to arrest of 
tumor or survival of patient) 
Five Year Results on 100 Cases Seen 
of which 75 were treated; 
38 were clinically arrested (“cured”); 
44 survived for five years. 


1. Based on survival of all cases seen.......... errr err 44/100 44% absolute survival 
2. Based on arrests of all cases seen................00 ec eee 38/100 38% absolute arrests 
3. Based on survival of all cases treated................... 44/75 59% relative survival 
4. Based on arrests of all cases treated ..................-.. 38/75 51° relative arrests 


Therefore, results may be given as 38% or 59%. The term should be qualified by the 
words absolute or relative, and survival or arrest. 


surgeons now explore this area before proceeding with radical operation; if there 
is positive microscopic evidence of lymph node involvement, operation is not 
done; only radiotherapy is given. 

This point, that operation is not of help when there is parasternal lymph node 
metastasis (or high axillary or supraclavicular lymph node metastasis) is one 
concerning which there is still some debate. Nevertheless, experienced surgeons 
such as Haagensen believe that the lives and comfort of patients are usually 
shortened rather than enhanced by radical operation in the face of such findings. 
It is believed that judicious radiotherapy is the preferable treatment at the 
present time. 

Clinical staging is always crude at best, and requires modification by micro- 
scopic staging when radical operation and postoperative radiotherapy is planned. 
If simple mastectomy or radiotherapy alone is planned, then microscopic verifi- 
cation of either the primary or an involved node alone is regarded as adequate. 

Besides the microscope, the correctly interpreted roentgenogram is of con- 
siderable value in classifying mammary tumors. It is important that all patients 


' The paper will deal only with breast cancer in females. 
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suspected of having carcinoma of the breast have roentgen examination of the 
lungs, bony thorax, lumbosacral spine and pelvis. If necessary, this lung and bone 
survey may consist of a simple series of four 14 x 17 films. The thorax and lungs 
cai: be examined by PA and lateral chest projections; the lumbosacral spine and 
pelvis by regular bone-detail views of these regions. The yield of positive findings 
in routine bone surveys of skull and extremities is regarded as sufficiently low to 
warrant dispensing with these examinations except in the presence of appropriate 
symptoms or clinical signs. 

It is presumed then that the patient has had complete history and physical 
examination, x-ray survey examination of the type specified, and microscopic 
examination of tissue from the primary site or a regional node. This microscopic 
examination is usually made by frozen section in the operating room. The plan 
of treatment can then be laid out. 


TREATMENT 


For cases microscopically verified as Stage I, a radical mastectomy is currently 
regarded as the optimum type of treatment. However, simple mastectomy 
followed by postoperative radiotherapy in high dosage, delivering approximately 
4000 r (skin) to each of four fields about the chest wall, the axillary and supra- 
clavicular areas, appears to give equally good or better results. The outstanding 
proponent of this technique is McWhirter of Edinburgh. 

For microscopic Stage IJ lesions: the optimum treatment at the present time 
is probably radical surgery plus postoperative radiotherapy to the regional 
lymph node areas, notably the supraclavicular area. This requires treatments 
commencing about a week or ten days following operation, and daily doses to 
the supraclavicular, axillary and anterior mediastinal areas for three or four 
weeks. The mid-node dose ranges from 3000 to 4000 r in four weeks time. It is 
extremely difficult to prove that this postoperative course of radiotherapy in- 
creases the survival rate to a significant degree. It is equally difficult to prove 
that it does not, especially in the face of the known behavior of cutaneous, 
lymph node and osseous metastases under radiotherapy. The most recent data 
on two apparently comparable series of Stage II breast cancer cases treated at 
the University of California Hospital show that by radical operation alone there 
was a 39 per cent five year survival rate, and by radical operation plus postopera- 
tive radiotherapy, a 47 per cent five year survival rate. The authors of this paper 
state that the difference in these figures is not statistically significant, but it 
seems to me that they do indicate a pretty definite improvement rate from post- 
operative radiotherapy. The figures are doubly interesting because of the well 
known and understandable tendency of surgeons to refer for postoperative 
radiotherapy especially those cases in which they are more than suspicious 
regarding possible residual tumor. The “postoperative treatment’ group is 
always a less favorable one than the “operation only” group. 

For clinical Stage III lesions, or microscopically verified Stage III lesions 
(for example, cases with biopsy-proven parasternal lymph node involvement), 
radiation therapy alone is apparently the method of choice at the present time. 
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There is a lower incidence of nodular chest wall recurrence and of disabling arm 
edema following radiotherapy alone than there is by an attempted combination 
of radical operation plus therapy in these cases. Our own policy is to crossfire 
the primary lesion by two large tangential fields, and to crossfire the axillary 
and supraclavicular node regions by two large rectangular fields. 200 KV, half 
value layer 1 mm. of copper, distance 50 to 80 em., and daily doses of 200 to 
300 r, air, per field are given. The problem of the mediastinal or internal mam- 
mary node lesions is not solved. A moderate dose can be delivered into this area, 
and this is done incidental to the tangential breast wall fields. Nevertheless, it 
is definitely smaller in total amount than are the doses to the other fields. 

The striking regressions obtainable with radiotherapy alone in Stage I/II 
lesions were well illustrated a few years ago in an excellent paper by Levi dealing 
with 131 advanced cases. In approximately one-third of these cases good results 
were achieved by such radiotherapy. 


Supervoltage and Cobalt® Units 


There is no evidence to date that special equipment (other than widely avail- 
able 200 KV x-ray treatment apparatus) is necessary for good results. For three 
decades, radium bombs and cannons, and for two decades million volt x-ray 
units, have been tried. These units produce ionizing beams which affect tumor 
cells in the same manner as conventional x-ray beams. They are useful tools for 
clinical and physical research, but, like the recently heralded cobalt bomb, 
are of no more value than regular x-rays in curing accessible tumors, and relieving 
or controlling deep-seated ones. 


Alternate Treatment Program 


For cases in clinical Stage I or IJ, McWhirter has obtained better results in 
large series of cases by simple mastectomy plus postoperative radiotherapy 
than were obtained by his colleagues using radical mastectomy. These improved 
results have persisted into the ten year postoperative period. 

These results have been critically reviewed by Shimkin et al. with the conclu- 
sion that “The results on all patients at five years reported by Mc Whirter 
are as good as any achieved by the accepted radical mastectomy, with or without 
radiation.” 

MeWhirter’s technique is meticulous. It may be summarized as follows: 
The treatment starts on about the twelfth day after a simple mastectomy. The 
patient’s chest wall (and internal mammary and low axillary areas) are cross- 
fired by two long tangential fields, 10 x 15 cm. in size. The axilla and supraclavicu- 
lar areas are crossfired by two rectangular fields about 12 x 25 em. The patient 
is treated daily, except Sundays, for fifteen treatment days. Using 250 KV beams, 
a tissue dose of about 3750 is delivered to the potential tumor area. The HVL 
is 2 mm. copper for the chest wall and 3.7 mm. copper for the node areas. 

The following summarizes the apparent advantages of simple mastectomy 
plus radical postoperative radiotherapy over radical mastectomy: 
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|. Decreased chance of cancer dissemination, by avoidance of the prolonged 
han ling of tissues necessary in axillary dissection. 

2 Decreased operative morbidity—a surgical procedure of less than one hour, 
as opposed to the five-hour radical procedure of some surgeons. 

3. Almost complete absence of postoperative edema (as opposed to from 10 
to 70 per cent incidence after radical operation). 

t. Ability of the patient to resume occupation or useful work earlier than after 
the radical procedure. 

5. A radiation procedure simpler and less time-consuming than the Swedish 
preoperative and postoperative technique (which is the only other radiotherapy 
technique with results statistically comparable to McWhirter’s). 

6. A real improvement in the five year absolute survival rate. 

The disadvantages include: 

|. Possibility of radiation damage to the tissues when the procedure is not 
conducted along the most meticulous lines. 


TABLE 2 


Five and Ten Year Absolute Survival Rates (McWhirter, 1952) 


al . No. of Alive at Alive at 
Procedure Cases 5 Years 10 Years 

Radical Op. & Postop. Radiotherapy (1935-40) 784 31 18 

Simple Op. & Postop. Radiotherapy (1941-46) 1606 42 25 


2. Possible inadequate dosage to the internal mammary nodes when such are 


involved. (McWhirter is at the present time investigating this aspect of the 
problem. ) 

3. Inapplicability to very stout patients. Probable inapplicability to those 
with old upper lobe tuberculosis. Radical surgery is preferable for both groups 


Pregnancy and Lactation 


Carcinoma of the breast developing in women during pregnancy or lactation 
tends to have a poor prognosis. Nevertheless, prompt treatment along the lines 
above indicated will result in some salvage. This seems especially true when the 
MeWhirter technique is used. With radical mastectomy, MeWhirter’s group 
recorded no cases of carcinoma associated with pregnancy or lactation surviving 
five years. However, by simple mastectomy and radiotherapy, nine of 29 cases 
were alive at five years (an absolute survival rate of 31 per cent). 


Importance of Follow-up 
The early detection of local recurrence or metastases, followed by suitable 
surgery or radiotherapy, may sometimes result in arrest of biologically favorable 
cases. This is especially true in chest wall lesions. Detection and adequate radio- 
therapy of spine and lower extremity bone metastases may prevent pathologic 
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Further, the frequency of a new or second carcinoma in the contralateral 
breast is almost four times as great among women with breast cancer as it 
is among the female population in general. Prompt treatment of this new lesion 
may be life saving in many cases. 


Metastatic Lesions 


The treatment of metastatic lesions to the skin, lymph node and bone is 
primarily by radiotherapy. The dose required to control lesions varies widely; 
we have seen osseous and cutaneous lesions controlled by doses as low as 1000 r 
delivered in a period of from one to seven days. On the other hand, lymph node 
lesions have failed of control with doses as high as 6000 r in four weeks. However 
by judicious protraction of treatment, many node cases can be greatly benefited. 
This has heen most dramatically shown by Baclesse at the Curie Institute in 
Paris. For patients being treated by radiotherapy alone (usually Stage III 
lesions, but occasionally Stage I or II lesions in patients who refuse surgery or 
in whom surgery is contraindicated for one reason or other), Baclesse gives daily 
doses of radiotherapy to the breast, axillary and supraclavicular lymph node 
areas. Seven fields in all are treated, but not more than two on each day. The 
patient is treated almost daily for about three months, to an estimated mid-tumor 
dose of about 7000 r in the breast, 6500 r in the axillary area and 5000 r in the 
supraclavicular area. Using this technique, Baclesse secured control of the pri- 
mary lesion in a large number of cases; however, only 16 per cent of his cases 
were clinically well at the end of five years. Nevertheless, many of the remainder 
had comfortable periods of survival and were not troubled by the local lesions; 
they succumbed to distant metastases. 

The author has reviewed in extensive detail the published data from many 
different surgical and radiotherapeutic clinics in connection with the problem 
of estimating the benefits of surgery or radiotherapy in advanced breast cancer. 
This material is being published as part of a monograph dealing with the subject 
of cancer in the near future. 


Roentgen Castration 

The value of roentgen castration in Stage III cases with metastases has been 
studied by Thayssen. He treated 99 women between the ages of 26 and 59, and 
compared the results with a control group of 100 patients of similar average age. 
The former were treated by surgery and local radiotherapy to the metastases, 
plus roentgen castration; the latter merely by surgery and local radiotherapy. 
The survival times were significantly increased in the castrated groups. At two 
years 40 per cent of the castrated group survived, but only 11 per cent of the 
non-castrated; at five years 20 per cent of the castrated group were alive but 
none of the non-castrated. 

The principal value of castration is in those cases with extensive osseous me- 
tastases, especially those under the age of 45. In about 20 per cent of such 
cases remarkable benefit is obtained. In another 30 per cent some subjective 
benefit is obtained. The results of properly performed roentgen castration are 
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similar to those of surgical castration, and are usually more simply obtained. 
An ovarian dose of from 600 to 1000 r in a period of from four to ten days is 
adequate. 


Steroid Hormone Therapy 


When radiotherapy ceases to be of benefit in patients with advanced breast 
cancer, or when it is contraindicated for some reason, steroid hormone therapy 
can be of much benefit. As with castration, it is impossible to predict in advance 
which patient will respond well to therapy. Androgen therapy is preferable for 
patients in the younger age groups, that is, for those less than five years past the 
menopause; estrogen therapy is apparently preferable for those in the older age 
groups. However, for bone metastases in the older age groups many prefer start- 
ing with androgens, while for soft tissue metastases estrogens are preferred. A 
common dose rate for androgens is 50 to 100 mg. of testosterone propionate, 
three times a week intramuscularly for three months; for estrogens, 15 mg. of 
diethylstilbesterol daily by mouth for three months. When one type of hormone 
ceases to be of benefit after many months’ use, the other can be substituted with 
benefit in many cases. 

In a comparative study of the results of roentgen and steroid hormone therapy 
in patients with bone metastases from cancer of the breast, we found that 
approximately 70 per cent of such patients received pain relief from radiotherapy 
alone, and about 40 per cent from steroid hormone therapy alone. Whether 
simultaneous administration of these fairly powerful agents is wise we do not 
know. We have tended to reserve the steroid hormone therapy for the months 
or years when radiation therapy ceased to be effective. With either method of 
therapy, about 20 per cent of bone metastases will show recalcification. The 
complications of hormone therapy in our experience are frequent, sometimes 
serious, and occasionally fatal. Acceleration of tumor growth may occur. The 
complications of properly administered radiotherapy are minor or nil. 

We do not advise routine postoperative hormone therapy; indeed we should 
like to warn against it. 


Untreated Breast Cancer 

The calculated five-year survival rate in untreated cases of cancer of the breast, 
all stages considered together, is about 13 per cent, the survival being calculated 
from the onset of first symptoms. It is to be noted that these are survivals with 
disease. In a group of 200 Stage III lesions, both treated and not treated, and 
followed by Nohrman, only 0.5 per cent survived five years. In this group were 
32 patients treated by radical mastectomy; all were dead at four years. There were 
123 patients treated by radiotherapy alone; 2.4 per cent were alive at four years. 
There were 45 untreated patients; all were dead at two years. 


SUMMARY 


The role of radiotherapy in the management of breast cancer is relatively 
large. It is large because of the fact that many breast cancers are not curable 
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by surgery when first seen, and that an additional number recur or persist fol- 
lowing surgery. For these cases radiotherapy is the method of choice at the present 
time. 

When cancer is confined to the breast, mastectomy alone will cure and is the 
method of choice. 

For cancer spread beyond the breast, judicious combinations of surgery and 
radiotherapy, or the use of radiotherapy alone is indicated as outlined here. 
The progress of disease is delayed: it is occasionally eradicated: concomitant 
pain and distress are usually relieved. 

For advanced cases, steroid hormones may be of much value as a supplement 
to radiotherapy. 

By the adroit and careful use of radiotherapeutic methods and equipment 
now widely available in this country, the lives of some patients with breast 
cancer can be saved and most patients can be made more comfortable. 
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THE BROADENING INDICATIONS FOR TRACHEOTOMY 
IN THE AGEI 


KENNETH C. JOHNSTON, M.D.,** ROBERT J. McMAHON, M.D. AND 
PAUL H. HOLINGER, M.D.t 


Chicago, Illinois 


Within the last decade, physicians generally have come to realize the extreme 
importance of maintaining an adequate airway, free of secretions, in the weak- 
ened or unconscious patient. Regardless of the cause or degree of obstruction of 
the air passages, if allowed to persist, a vicious cycle of events (1-3) may be 
initiated which will ultimately give rise to anoxia, pulmonary edema and death. 
The inevitable accumulation of secretions, arising both from the tracheobronchial 
tree and from pharyngeal or eosphageal overflow constitutes an ever-threatening 
hazard. A constant vigilance must be observed and an acute awareness of the 
onset of obstructive symptoms is necessary if proper therapy is to be undertaken 
in time to prevent this potentially fatal complication. The seriously ill elderly 
patient, whether postoperative, toxic (4, 5), or in a comatose state following a 
cerebrovascular accident, or during suppurative bronchopulmonary infections, 
often suffers this inability to clear his airway. It would seem, therefore, that 
careful consideration should be given to the many causative factors of this condi- 
tion, the early recognition of its symptoms and methods of therapy necessary 
to insure a satisfactory result. 

Of the various conditions which may require tracheotomy in the aged, neo- 
plastic lesions of the base of the tongue, the hypopharynx and the larynx are 
probably the most common. It must be constantly borne in mind that hoarseness 
or dysphagia developing in the latter half of the normal life span may mean 
malignancy until proven otherwise. Without early diagnosis and treatment such 
malignancies will ultimately obstruct the airway and necessitate a tracheotomy. 
All too often, however, the older patient will consider a medical consultation a 
sign of weakness and will delay examination of an obviously obstructing lesion 
until an emergency tracheotomy becomes the only method of approach to 
therapy. The immediate situation becomes precarious and the ultimate prognosis 
correspondingly unfavorable. 

Malignant lesions of the thyroid gland, the upper esophagus, and the trachea 
may cause obstruction by compression or by blocking the laryngeal or tracheal 
lumen through direct invasion. In these instances a tracheotomy may be neces- 
sary either as an emergency or as an adjunct to further active therapy. These 
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lesions may also cause obstruction by invasion of surrounding structures to in- 
volve the recurrent laryngeal nerves. Such bilateral laryngeal paralysis is not 
necessarily accompanied by loss of voice. Its only symptoms may be stridor and 
dyspnea, the paralyzed cords lying in the midline in phonating position where 
they cause severe respiratory obstruction. 

In a similar manner, a serious respiratory obstruction may accompany bilateral 
recurrent laryngeal nerve paralysis following a simple thyroidectomy in which 
the recurrent nerves were injured or interrupted. In such accidents the patient 
may experience a change in voice quality and dyspnea which vary in the degree 
of severity. It is not unusual to find an individual who has continued his normal 
activities, growing gradually more dyspneic over periods as long as twenty or 
thirty years. Then suddenly within a few days the breathlessness becomes acute 
and demands an emergency tracheotomy as a lifesaving procedure. 

Lesions of the central nervous system are occasionally reflected in the re- 
current laryngeal nerves (1, 2, 6-8). Depending on the site and extent of the 
causative process the paralysis may be unilateral or bilateral. With one cord 
immobilized, hoarseness of greater or lesser severity will be experienced, but evi- 
dence of respiratory obstruction will be noticed only when both cords are para- 
lyzed. 

The indications for tracheotomy in the lesions just described are rather 
classic. The carcinomatous mass or the paralyzed pharyngeal or laryngeal muscles 
are mechanical obstructions which must be circumvented by establishing a direct 
airway to the lungs below or even through the obstruction. The realization that 
the presence of excessive secretions in the airway of the aged patient requires 
positive prompt action, however, is a new concept. The patient who has lapsed 
into a coma such as may be seen following a cardiovascular accident, a metabolic 
upset, a barbiturate or food poisoning may soon show the signs of retained secre- 
tions. Primarily there may be no organic obstruction to the airway, but with the 
loss of the cough reflex and the overflow from the pharynx into the trachea, the 
so-called “death rattle’ develops, signalling the progressive flooding of the 
tracheobronchial tree. In these instances temporary relief may be obtained by 
bronchoscopic or catheter aspiration or by the introduction of an endotracheal 
tube. The latter procedure allows easy, repeated aspirations and at the same time 
ensures an adequate airway. However, these must all be considered as emergency 
measures and should be undertaken as temporary procedures directed only 
tovrards the patient’s immediate welfare. After 24 to 48 hours if the patient has 
not responded to treatment, bronchoscopic and catheter aspirations should be 
discontinued. If an intratracheal tube has been in place it should be removed. 
A tracheotomy is indicated at this point to facilitate nursing care and to secure 
the best possible advantage towards the patient’s recovery. 

In patients of advanced years repeated minor vascular accidents,—the “‘little 
strokes’ which Alvarez (9) has so well described, may ultimately bring about a 
pseudo bulbar palsy, a condition simulating bulbar palsy. The stricken indi- 
vidual may first develop hoarseness as weakness of the vocal cord action super- 
venes. This may progress directly to complete paralysis or may be accompanied 
by an associated weakness and paralysis of the tongue and the muscles of the 
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pharynx. The indications for tracheotomy usually appear as the symptoms de- 
velop and progress in severity. It becomes necessary to substitute an airway and 
to provide a means of aspiration of the trachea, since spill-over into the trachea 
will be inevitable. A similar condition exists in the senile patient in whom the loss 
of pharyngeal reflexes permits food and liquids to flow into the trachea past the 
usual ““watch-dog of the airway,” the laryngeal reflex. In such conditions, feeding 
by gavage or even gastrostomy may be necessary, while tracheotomy permits 
frequent removal of aspirated pharyngeal secretions. 

Occasionally a complete paralysis of pharyngeal and laryngeal muscles will 
follow immediately upon a single vascular accident. The muscles of the trunk 
and the extremities may be involved or may be entirely unaffected. In either in- 
stance, a tracheotomy will probably be necessary as an emergency procedure. 

The following case history will serve as an example of one of the variations 
of the lesions mentioned: 


Mr. A. S., aged 71 years, was first seen in August 1949. Four weeks prior to this visit he 
had experienced an attack of vertigo and had fallen down a short flight of stairs. Three 
weeks after this incident he noticed increasing difficulty swallowing both solids and liquids. 
For two days before his admission to the hospital his chief difficulty had been increasing 
dyspnea. On the evening of admission he was found to have a bilateral vocal cord paralysis 
as well as a paralysis of the soft palate and was unable to swallow without choking. No 
other abnormal nervous system findings were observed. An emergency tracheotomy was 
performed and tube feedings were instituted. He was allowed to leave the hospital on the 
27th postoperative day. At that time, although his ability to swallow had partially returned, 
the vocal cords remained paralyzed. Three months after his discharge from the hospital he 
was swallowing normally but the vocal cords remained paralyzed and the tracheotomy 
tube could not be removed. Two years later, although the swallowing function was good, 
no active control of the vocal cords could be noted. No further cerebrovascular changes 
occurred and his death two years and two months after his single accident was due to slowly 
progressive myocardial weakness. 


Recent advances in surgery have made possible extensive resections of tumors 
of the jaw, face, lung, mediastinum, esophagus and other parts of the gastro- 
intestinal tract. Often these surgical procedures require prolonged plastic re- 
construction in the reparative process. Many of the triumphs in this field have 
naturally included patients in the seventh and eighth decades. It has been 
recognized that in many instances the older age group will accept the challenge 
of major surgical procedures of the thorax and will often withstand them as 
vigorously as the younger patients. The bronchopulmonary complications (10) 
which may arise are among the chief hazards. In most instances, these complica- 
tions stem from the patient’s inability to clear the mucus and mucopus from the 
tracheobronchial tree. Bronchoscopic and catheter aspirations (11) may be 
utilized to great advantage, but the already weakened patient may not be able to 
withstand the frequent procedures sometimes necessary to maintain a clear and 
unobstructed airway. An early tracheotomy will allow easy aspiration and serve 
to maintain a constant adequate air passage. It will not be necessary in every 
case, but careful consideration of the signs of retained secretions in the tracheo- 
bronchial tree, the tachycardia, and the increasing anoxia will probably dictate 
the need to facilitate tracheal drainage. Reynolds et al. (12) in a discussion of the 
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postoperative care (13) of esophagectomized patients reported eleven cases, with 
four deaths from retained secretions. Six patients who were tracheotomized 
survived the immediate postoperative period satisfactorily. 

One additional technic should be mentioned and discussed separately. The 
endotracheal tube may be used both to establish and maintain a mechanical 
airway, and to permit aspiration of secretions. Such a procedure is particularly 
applicable and therefore frequently needed postoperatively. It should be stressed, 
however, that this is strictly an emergency temporary procedure to be abandoned 
within 12 to 24 hours for fear of permanent injury to the larynx. Often this time 
suffices to surmount the emergency. If respiration obstruction persists, a tracheot- 
omy should be performed. 

It is noteworthy that in patients suffering from chronic anoxemia due to re- 
tained secretions important systemic changes will occur. The blood pressure is 
frequently elevated, and general weakness and failure to gain weight or loss of 
weight are usually noticed. The chronic anoxia affects the acuteness of cerebral 
activity and also depresses the normal response of the respiratory center. In this 
regard, it should be mentioned that a sudden relief of the obstruction at the time 
of tracheotomy may result in complete cessation of normal respiration. For this 
reason the reversion to a normal air exchange must be carefully controlled to allow 
accommodation of the respiratory center. 

Galloway (1, 2) demonstrated the sequence of bronchopulmonary changes in 
patients with bulbar poliomyelitis. If the retention of secretions is allowed to 
persist, the ultimate result on the one hand may be atelectasis, infection and 
pneumonia, and on the other hand, bronchial obstruction, anoxia, pulmonary 
edema and death. These considerations apply not only in cases operated on and 
patients with bulbar lesions, but in any circumstance where retention of 
secretions may occur. This then will include elderly individuals who may have 
lapsed into coma from any cause and severely ill and debilivated (14) patients 
who, when first seen, have not the strength to maintain a clear airway by them- 
selves and in whom the symptoms will be aggravated by the increasing anoxia. 
In this category will also be included cases of severe head (15, 16) and chest 
injuries where the cough reflex may be lost or the pain so severe that the chest 
is voluntarily splinted and purposeful coughing is impossible. 

While discussing the indications and purpose of tracheotomy, it is important 
to include the subject of care (17) of the tracheotomized patient so that the 
best service may be completely fulfilled. In one whose chief difficulty has been 
the retention and drying of tracheobronchial secretions, the catheter aspiration 
through the tube must be made effective. This is accomplished by several means; 
the fluid intake is kept at an adequate level; the humidity in the room or in the 
oxygen tent should be maintained as close to saturation as possible with the 
room or tent temperature at an optimum of 76°F. Physiologic saline is introduced 
into the tracheotomy tube, five to ten drops every two hours. Antibiotics may 
be added to the saline in cases of bronchopulmonary infection and suppuration. 
The airway is cleared by passing the aspirating catheter well beyond the lip of 
the tracheotomy tube into the lower trachea and even into the main bronchi if 
secretions are collecting in those areas. The importance of the proper post- 
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traciieotomy management cannot be too greatly emphasized, since on this 
featiire alone may depend the recovery of the patient. 

Iii summary, the aged patient not infrequently will reach a critical point of 
iIIness, whether it be postoperative or a complication of an already serious disease, 
where airway obstruction by pharyngeal or laryngeal paralysis, neoplastic 
disease or excessive secretions cannot be avoided unless a tracheotomy is per- 
formed. The many advantages which will be gained thereby must always be 
taken into consideration to allow the balance to tip towards the goal of ultimate 
recovery. 
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ENTERO-VESICLE FISTULA: AN ANALYSIS OF THIRTY-FOUR CASES*} 


THOMAS L. COTTRELL, M.D., NORRIS J. HECKEL, M.D. 
AND EDWIN M. MILLER, M.D. 


Chicago, Illinois 


Fortunately, entero-vesicle fistula is a fairly rare condition. Ordinarily, the 
communication between the bowel and the bladder involves the sigmoid colon: 
less often it involves the small intestine, pelvic organs, and occasionally, even the 
abdominal wall. There are four main types recognized pathologically : congenital, 
traumatic, inflammatory, and neoplastic (1-6). 

TYPES 

Congenital: We have purposely omitted in this paper a discussion of the con- 
genital type because the chief interest before this Society concerns elderly people. 

Traumatic: Accidental injury is a very rare cause of this condition (1, 3, 11). 
However, foreign bodies which are swallowed and have passed through the bowel 
may occasionally lodge in a diverticulum of the sigmoid colon and from there 
make their way into the bladder (7). Post-operative trauma is a very definite 
and not too infrequent cause of entero-vesicle fistula (1). This may be illustrated 
by the patient who has had either an abdominal or a vaginal hysterectomy, and 
the surgeon has accidentally injured the adjacent intestine. As a result a fistulous 
tract has slowly developed in the ensuing weeks. Radiation by x-ray or radium 
in the treatment of carcinoma of the cervix or of the bladder is also a potential 
factor in the production of such a fistula (1). 

Inflammatory: Inflammatory lesions tend to predominate as the cause of 
entero-vesicle fistula (8) accounting, according to Kellogg (1), for approximately 
50 per cent of these cases. They have their origin ordinarily in a chronic diverticu- 
litis of the sigmoid colon (9, 1). Inflammatory conditions originating in the 
bladder seldom produce entero-vesicle fistula; but occasionally a ruptured ap- 
pendix with abscess formation, acute diverticulitis of a Meckel’s diverticulum, 
or actinomycosis may be an etiological factor. By far, the most common single 
cause is acute or chronic diverticulitis of the sigmoid colon. Men predominate, 
because in women the pelvic organs tend to hinder the formation of such a fistula 
(1, 6). Moreover, diverticulitis is seen more commonly in the male. It is most 
apt to develop in persons beyond middle life (10). Constipation with flatulence, 
which causes an increase in bowel pressure and subsequent bowel wall distention, 
are definitely etiological factors (8, 11). In some cases there is unquestionably a 
congenital weakness present in the bowel wall gradually leading to the formation 
of diverticula, which, because of their proneness to harbor infection, may easily 
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lead (o inflammatory processes and secondarily involve the bladder by perfora- 
tion (6). 

Neoplastic: Carcinoma of the sigmoid colon and the upper rectum are recog- 
nized as not infrequent causes of entero-vesicle fistula. It is important to bear in 
mind also that a malignant tumor may be present even though all of the clinical 
evidence speaks for a chronic diverticulitis as being the evident prmary site for 
the development of the fistulous tract. 


DIAGNOSIS 


The diagnosis of entero-vesicle fistula is made first upon the characteristic 
clinical symptoms, secondly, upon the findings at cystoscopy, and thirdly, with 
the aid of other special means of diagnosis such as the barium enema, intravenous 
pyelograms and cystograms. The history, as given by the patient, is of the utmost 
importance in furnishing pertinent clues. The three pathognomonic signs which 
are most important are: the passage of air from the urinary bladder, the passage 
of fecal material in the urine, and the passage of urine by rectum (1). With fecal- 
uria the urine is usually turbid, at times fecal particles may be noticed by the 
patient, and very often the patient himself detects a fecal odor which is charac- 
teristic. When the urine is examined microscopically, one usually sees pus cells 
and occasionally some blood. A very common observation is the passage of air 
through the urinary bladder which is easily recognized by the patient because of 
the sound and the bubbling sensation. The most infrequent of the three is the 
passage of urine by rectum, a situation which usually causes some degree of ir- 
ritation of the bowel and often actual diarrhea. Cystoscopic examination is con- 
sidered to be the one most valuable single diagnostic procedure because by this 
method the actual opening into the bladder may be clearly seen, or previous to 
an actual perforation a localized edematous area with bullous edema may be 
recognized at the site of a later perforation. Usually, a generalized cystitis of 
some degree is present and the most common site of the fistulous opening in our 
experience is on the left side of the bladder slightly above the trigone (5, 12). If 
a foreign body is present in the fistulous tract, it usually can be easily seen through 
the cystoscope (3). A cystogram made with a 20 per cent solution of diadrast 
has proven in about 20 per cent of our cases to show evidence of a definite tract 
between the bowel and the bladder, and we have found the use of a barium enema 
to be helpful sometimes also in demonstrating the presence not only of a divertic- 
ulitis or a malignancy of the colon but actually a demonstration of the fistulous 
tract (4). The clinical symptoms with entero-vesicle fistula are usually fairly 
characteristic inasmuch as the infection within the bladder gives rise to the pres- 
ence of chills, fever, frequency and urgency of urination and an elevation of the 
white count in the blood. 


TREATMENT 


Treatment of entero-vesicle fistula may be divided into conservative and sur- 
gical methods, the vast majority of these cases being considered primarily surgi- 
cal problems (1). Conservative treatment is only applicable to the patient in 
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whom surgical measures are not considered wise or advisable from the stand- 
point of safety of the patient, and they consist essentially in the use of those 
antibiotics which are specific for the organisms present in the urine. Occasionally 
in our experience there may be a very small pin point-like fistulous opening into 
the bladder which under conservative treatment may spontaneously close and 
remain closed for months or even longer, thus obviating the necessity for radical 
surgery. Operative treatment has for its objective one of two things: separation 
of the involved bowel from the bladder wall and the closure of both of these open- 
ings, and resection of the bowel including the region involved in the diverticulitis 
or a carcinoma, whichever it may be, with concomitant resection of that portion 
of the bladder wall involved by the fistulous tract. The choice between these two 
methods can be made only after careful evaluation of all of the available clinical 
and pathological data, and in most instances, only after thorough exploration 
has been made with the abdomen opened. If a malignant process seems obviously 
present or is proved upon exploration, one has no other choice but to embark, if 
possible, on a very radical resection in the effort to remove entirely the primary 
cause (13). If, however, the evidence seems to indicate that an inflammatory 
process is the basic pathology, one has to decide whether or not he can safely 
proceed without the use of a preliminary colostomy, or do the resection after a 
colostomy has been in place for several weeks (1, 13). Certainly mature judgment 
and a considerable experience will be very helpful in making such a decision. We 
think it is reasonable to say that the safest plan, all things considered, would be 
to establish a right transverse colostomy first, and follow this after two or three 
weeks with a resection on the left side, using the obstruction resection technique 
rather than an end to end anastomosis. However, it must be said in all fairness 
that there seems to be a tendency in some clinics (3), and with a certain amount 
of justification, to attempt radical resection of a wide area of the bowel involved 
in a chronic diverticulitis (including the fistulous tract into the bladder), by a 
one-stage procedure, making free use of all of the available antibiotics. 
REPORT OF CASES 

We are here reporting a brief analysis of 34 cases of entero-vesicle fistula which 
have been observed and treated at the Presbyterian Hospital in Chicago during 
the 16 years preceding 1950. Males have predominated 3 to 1. The average age 
has been between 60 and 70 years. Considering the etiology there was one case 
with a definite congenital origin, + followed abdominal surgical procedures in the 
pelvis and one showed the presence of a large foreign body lying in the fistulous 
tract. The greatest incidence occurred in the inflammatory group, of which there 
were 18 cases. Diverticulitis of the sigmoid or upper rectum was the most common 
primary pathology. In one case there was an ulcerative colitis, in another a 
regional ileitis and in a third case it was the result of a ruptured appendix. In 
9 instances a neoplasm was present, 4 of which were in the sigmoid colon, 3 in 
the upper rectum, one in the cervix and one at the base of the bladder. In a single 
instance, it was impossible to decide definitely as to the exact type of pathology 
primarily present. 

In this group, the chief symptoms were fecaluria in 56 per cent and pneuma- 
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turi:: in 41 per cent, occurring either separately or together. Chills and fever were 
a prominent part of the clinical picture in 12 patients. In the entire group of 34 
patients cystoscopy alone demonstrated the presence of a fistulous communica- 
tion in 19 instances. A cystogram was made 6 times, showing in 4 a definite de- 
formity of the contour of the bladder, while in 2 they demonstrated the presence 
of a fistulous tract. A barium enema in all cases was beneficial in demonstrating 
the presence of a chronic diverticulitis or a filling defect of the colon due to car- 
cinoma, but in only 3 patients was there demonstrable by this means a com- 
munication between the bowel and the bladder. Conservative treatment alone 
was used in 7 patients in whom for one reason or another onerative measures 
could not be employed. In the remaining 29, some type of operation was per- 
formed. Colostomy alone was used 5 times, and in 6 patients an leo~“omy alone 
was employed. In 9 patients a preliminary colostomy was later followed by a 
resection, while in 6 patients resection was carried out without preliminary 
colostomy. One patient had the fistulous tract closed from below through the 
perineal approach. 


RESULTS 

In a survey of this type, a long term follow-up was not carried out in all of 
these patients and therefore the final results of treatment and the final outcome of 
many of them is not known. We do know definitely, however, that in those 
patients in whom conservative treatment alone was used there was some degree 
of improvement, but no great benefit over any great length of time. Those 
patients, in whom a colostomy alone or ileostomy was used (a total of 11), 10 
showed definite improvement by the time they left the hospital, and in most of 
them this improvement continued for a long time. In one patient the fistulous 
tract closed spontaneously and apparently has not reopened over a period of more 
than two years. The most pronounced change following operation was evidence 
of a diminution of the degree of contamination of the urinary tract through the 
fistulous opening, and in several patients definite evidence of a decrease in size 
of the inflammatory mass in the left lower quadrant. In the group of nine patients 
in whom a resection of the bowel and fistulous tract followed the establishment 
of a preliminary right sided colostomy, the results as far as we can tell have been 
exceedingly satisfactory, and the same may be said of the 6 patients in whom 
primary resection was done without the establishment of a preliminary opening 
of the colon. As far as mortality is concerned, there were 4 hospital deaths in 
this entire group of 34 patients, a mortality rate of approximately 11 per cent. 
These included one patient who had an inoperable carcinoma of the sigmoid 
colon and in whom simply a colostomy had been performed; one patient with a 
carcinoma at the base of the bladder managed solely by conservative manage- 
ment; one patient who had a fistulous tract closed through the perineal approach ; 
and one which followed a uretero-sigmoidostomy. 


CONCLUSIONS 


As a result of our personal experience and the analysis of 34 cases here pre- 
sented, we are in a position to say that as far as recognition and diagnosis of the 








56 COTTRELL, HECKEL AND MILLER 


presence of an entero-vesicle fistula is concerned, cystoscopic observation is the 
one most valuable procedure at our disposal. As regards treatment, in those 
patients whose condition warrants any operative procedure at all, colostomy 
alone may be very useful and may permit the patient to carry on actively with 
his work with a minimal amount of discomfort and clinical symptoms, but if 
conditions favor radical surgery, the best results unquestionably may be ex- 
pected in that group of patients in whom a radical resection can be performed 
including the primary site of the pathology and the entire fistulous tract. If 
there is any question about the safety of such a procedure without a preliminary 
decompression, then a right sided transverse colostomy should first be done. How- 
ever, if all preliminary data point toward the probability of success without the 
use of a colostomy, then wide resection of the diseased area and fistulous tract 
may be safely accomplished in one stage. 
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SOME SURGICAL ASPECTS OF THE AGED PERSON* 


ALFRED H. IASON, M.D. 
Brooklyn, New Yorkt 


Mareus Seneca, the Roman, said that old age is a disease. So it is—emergent 
from Pandora’s box and hydra-headed. We know it as cardiovascular disease, 
arteriosclerosis, apoplexy, asthma, lues, nephroses, hypertension, diabetes, gall- 
stones, prostatic disease, hernia, appendicitis, gangrene, malignancy and so on. 
And the surgeon who is called upon to attend the aged surgical patient usually 
finds not only the immediate condition to circumvent, but a train of purely or- 
ganic ones which may defeat the diverse agency of his art. Multifarious problems 
come to the fore which sometimes require quick solutions. 

Surgical attention to the aged is an ever-increasing problem owing to the 
greater life expectancy today. At the turn of the twentieth century the life span 
was 49.5 years. It is now 67 years. 

In our day, the surgical aged patient is not forsaken, nor placed on the human 
scrap-heap, as he was in days of yore. When his immediate condition is an urgent 
one, or may presage threat to life, it is important (if the time element permits) 
to determine as accurately as possible his cardiovascular and respiratory reserve 
and his metabolic state. 

Lord Moynihan once wrote: “It is said tha* surgery has been made safe for the 
patient; we must now make the patient safe for surgery.’”’ We may now add to 
this statement the phrase “especially safe for the aged patient.”’ This is ac- 
complished by restoring the patient’s depressed vitality and renewing functional 
activity and healing so far as possible. It is manifest that before undertaking a 
surgical operation of hazard, a correct diagnosis must be made not only of the 
primary or causal disease, but of associative ones. The surgeon must replace 
conjecture with certainty. He must take into consideration the patient’s en- 
nervated physical capacity and psychic balance to resist and overcome the im- 
minent surgical trauma. His next concern is twofold: to minimize the surgical 
risk and to prevent, so far as possible, post-surgical complications and sequelae. 

The objectives of pre-surgical preparation in the aged are: 

1. To overcome dehydration 

2. To overcome toxemia 

3. To obviate nutritional faults 

4. To overcome anemia 

5. To check bacterial activity 
}. To treat concurrent disease (e.g., heart and renal diseases and prostatic 


_—s 


obstruction. 
A number of preliminary and precautionary studies are preeminently necessary 
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in the preparation of an aged or aging patient for major surgery. The studies re- 
late to: 

(a) State of hydration 

(b) Electrolyte balance 

(c) Body protein reserve 

(d) Total daily caloric intake 

(e) Vitamin intake 

(f) Presence or absence of anemia 

A thorough physical examination is carried out with the object of evaluating 
associated physical abnormalities, which are seldom absent in the aged sick. 

The risk is, of course, greater when the patient comes late for operation. Delay 
in surgery, especially in acute diseases in the aged, is obviously associated by 
higher mortality than in a similar category of young persons. 

Everyone knows that severe surgical trauma inflicted on aged patients is a 
distinct hazard which is proportionately greater than at other periods of life 
owing to cardiovascular, renal, pancreatic and other complicating factors. It is 
commonly known also that the aged do not tolerate shock, whether it is surgical 
or non-surgical. The direct effects may not be profoundly serious, but the ultimate 
recuperative rebound may not occur. In extreme old age, the highest mortality 
incidence is in those requiring abdominal operations. 

In the past, it was believed that elective surgery was permissible in the age 
groups between fifteen and sixty-five. Beyond this limitation, surgery was al- 
lowable only as a life-saving measure. The changed concepts—what with amazing 
advances in surgical technic, in pre and post-surgical care, in anesthesia—now 
make it possible to operate on a person of advanced age—yes, even on centenar- 
ians. Daniel J. Moos and John V. Farkas (1) reported the successful operation 
on a centenarian for strangulated right inguinal hernia. The patient made a com- 
plete recovery. 

The management of an aged person who must undergo a major surgical opera- 
tion does not differ greatly from that called for in younger persons, though it is 
obvious that because of physiologic and pathologic changes in all the organs the 
safety margin is much narrower. 

The aged patient has diminished vitality. His metabolism is at a low ebb. 
There is little reserve in his physical “bank” to combat the debilitating effects 
of infection, dehydration, hemorrhage, infection, toxemia, shock, or of general 
anesthetics. 

Aged persons are especially susceptible to sudden gallbladder catastrophies. 
Then again, the patient may have intestinal obstruction. This, of course, urgently 
requires immediate tube decompression and other life-saving measures. Acute 
appendicitis is not uncommon in the aging person. The history and physical signs 
are often atypical. Accompanying disease and diminished resistance to infection 
increase the incidence of gangrene and perforation. 

Hernia, incarcerated or strangulated, too, is extremely common in the aged. 
Surgical therapy, under local, epidural or spinal anesthesia is usually urgent. 
The abdominal musculature is thinned and stretched and the surgeon is con- 
strained to attempt the formation of substance out of shadow, so to say. 
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( is best, therefore, to hospitalize older patients for an adequate time (in 
ele-tive surgery, of course) to permit them to become environmentally adjusted 
ani for a general physical examination and preparation. 

atients suffereing from gross heart lesions should not be subjected to elective 
surgery. Those with compensating valvular lesions and with various degrees of 
myocardial degeneration usually withstand surgical shock, but on the other 
hand may develop post-surgical embolism. Irrespective of causative factors, the 
question which requires an unequivocal answer is: Is the patient in a compen- 
sated or decompensated state? It can be taken as axiomatic that one who goes 
about his business with little or no discomfort is in a state of compensation ade- 
quate to withstand the combined effects of anesthesia and surgery, no matter 
what the heart lesion may be. 

As a rule, hypertension, even if extreme and if uncomplicated by loss of cardiac 
and renal function, diabetes or hyperthyroidism, does not add greatly to the 
surgical risk. Hypertension, which is asymptomatic and which responds fairly 
well to medication, may ordinarily be disregarded, especially when clinical and 
laboratory examinations do not show either active renal, hepatic or advanced 
cardiovascular conditions. 

This also appears true of hypotension. When there is a concurrent disease, 
however, the risk increases in proportion to the drop in blood pressure. 

The bad risks are patients with arteriosclerotic coronary disease, with or with- 
out angina. 


PRE-SURGICAL PREPARATION 

The aged, obese person requires special pre-surgical care, often owing to 
diminished cardiac reserve and respiratory affections, and/or diabetes. 

Respiratory affections favor subsequent bronchitis, pneumonia and atelectasis. 
In respect to asthma it is, of course, best to avoid, if possible, major surgery during 
an attack. Extremely hazardous intercurrent conditions are bronchiectasis, lung 
abscess and tuberculosis. 

It is commonly known that before the introduction of insulin, few elective 
major operations were carried out on diabetic persons. The condition should be 
well controlled before major surgery is attempted. 

Depletion of body fluids is an accompaniment of many surgical operations, 
especially in pyloric obstruction. Normally, about 2.5 liters of fluid are lost each 
day. It is replenished, in health, by the intake of fluids and food. The water 
equilibrium, at all times, may be disturbed by inadequate intake or excessive loss 
or both. An excessive loss takes place as a result of vomiting, diarrhea, accumula- 
tion of fluids in the bowel, in intestinal obstruction, discharging fistulae and 
sweating. It has been said that the danger from an excess loss of water is some- 
times greater than that of the disease itself. 

A number of conditions in the aged surgical patient may cause acid-base im- 
balance—pyloric obstruction, for example, intestinal obstruction and _ fistula, 
vomiting and so on. Vomiting causes dehydration, starvation, acidosis, loss of 
HCl and loss of salt. 

The total fluid requirement is about 3000 ec. (3 liters); in pylorie obstruction, 








IASON 


ALFRED H. 


60 


PoeIAOIOY 
Pae9AO0I0Y 


PpavAo0d0y 
PAVIAOIIY 
P219A0I0}] 


Pa1DAOIO}Y 


PIIDAODIYY 


PIVAOIOY 
Pa9A0IIY 
PaVAOIOY 
PaVAOIOY 
PIIVDAOIIOY 


PIIVIAODIVOY 


PIlVAODIOY 
PdalVAOIIY 


Pa19AOIIY 


NsIy 





vuUloUuLoIeooUapE Alvipideg 


aps ¢ > 
ILIYSUs S1a0UBD 





vo1oubd jo 
ysAo SUOTPOIBJUL DIARY 
-1OWlNY PUB sIsOquUIO.Y T, 


Z9AI}VBOU UOLOD 





-BIYVIpoOYs ‘stytysAdo[OYZ 





rq ‘19DUBY) 





1G oy) jo IdIUG,) 


wneyt SsnoudsIsUuBry) 
BUWOULDIBIOUIPY 


ayeqysoid porydosysadAyy 


yioday “qr’y 





AWOya4sADB[OYD jeuidg 
Aysu[domioyy jeuidg 

Auio}4 

-g0}84sO1d OFv4s pUuz, 
‘Xwoj,oysAo orqnduidng jeuidg 
{wo e10ysAy oyoydwoy jeuidy 
AUIN}NIAYSVI [VIOYGnY jeuidg 


UOTPVSI] SBA 

[vsayeiq ‘AUI0j904v4 

-soid o3u4s puoses 
‘XutojyoysAd oiqndvidng 





AWOYISBA-OPIYIIO 4JO] 
| puv Aysv[dorusey sMmoip 
-uy 8, AT[A MA peytpour joy 





AW0499} UDI) jeuidg 
AWI04SO99.) jeuidg 
Aw0ydaysADIJOYY jeuidg 
orjsuyd pVuLavA jeuidg 


AUI0OJIOISVUL [VIIPVA JJ] [vlouary 


AWOPIOISVUL [VOIPBI 4Jo'] [Vioudr) 





AUIOYSOI]L-O9]] jeuidg 


ZIUNYI IY VFVYS Ysaly jeuidg 
Awo} 
-pazeysoid oiqndvidng jeuidg 


uo1jeI9dgG BIsayysouy 





BY) VATPVAISN][] 


oe ae ee 


esvys 
-1OW NY [BVULUOpqBseqUl 
poarivsojiod ‘styysXoo0joyg 
Jgo[n [wusponp Sulpselg_ 


‘ 


ayeysoid parydosysad APY 
sniayn ploiqiy 
J90(U [BUuepONp Suipsesy[g_ 


viwein Jurpuodut 
Sayeysoid porydosysod Ay] 


BIUIOY 
[VUINZUL YJo] poywsso1voUT | 


uny | 

-UsWIO dA1TQUa ‘QUBIFUBY) 
uoly 

-INAISGO [VUIJSOJUT OYNOY 
jonp o1ysAo Ul 


QUOFS YILM ‘SISVIYBIPO[OYD 
LOOPY IIAjed poyesvou'y 





1s 





1G Yo] ‘AaoUuRr) 

}SVIIG JJO] “ADUBY 
UOTPVAIOJ 

-dod YJIM Wel oueIzUBLYy 

plouwlsig 190UBdD 


ayeysoid parydosyasad Ay 


sIsousvICT [BI1sING-31g 





L9 


99 
bl 
69 
69 


~ 
m Xe 





A 


aay 





19/#2/L 
1¢/9/T1 
0¢/61/6 





1¢/11/6 


1¢/62/¢ 





6S/06/t 





6S/Z/t 
19/61/6 
1S/€1/t 
6S/Z1/9 
69/¢/Z 
GS/ 11/1 


1¢/F1/11 


a7eq 








oO [/BU9 5] 


a[BIN 


a [BIN 


o/BUl9 


olvIN 


a [BIN 


a BIN 


o[BIN 


o[PIN | 


o[ VU] 
o[ VW Y] 
o[VUTO 
o/ BUS 


o[VUld S| 


o[ VIN 
a/R IN 


xac 





‘rT ‘rr 
2 
‘ 





‘a “7 
‘ 


‘dd 


qd ‘Vv 


‘WH 


ee eC 











Jue N 





be] 


a 
—_ 


> AGE 


XCTS OF THE 


ASPE 


SURGICAL 


P2IIVADIIY 


PporlaAOII}Yf 


PpoxlIAOIIY 
PI1IAOIIY 
PolIAOIIY 


PIIAOIOY, 


pad 
pad 


poa19A0I0} 


PIlIAOIOY 


PoxlIAOIIY 


PAVAOIIY 
palaAo0d0Y 
palaA0I0Y 
Poal9A0I0Y 


potqd 
PolIAOIIY 


pal9Ao0d0q 


PaeldA0I0}Y 


PoeVAOIIY 
PILIVAOIIY 
} rIGIAO TES | 


PvsVAOIIY 


IIIUBD AWOJIOISVIV 
Aulo04 
-daptyoio ‘ Kydvy solo yy 


Aydvyssoiopy] 
Awoyopueddy 
Awoyopueddy 


Aydvys1oui9yy 


lappe[q|[es Aul0jd04sADBJOYD 





noudisuBry 
190U 





9 AwoysounfafoysAvapoyy 
Aydvys1o1uioyy 
Aydvys1osoyy 
Aydvyssorus9yy 


Aydvyasousoyzy 
Aydvysso1usa yy 
Aydvysioi0yy 
AydvysA1ouso py 


IaIUuvy AWoyIa4ysADO[OYY 


TNopVg Awi0yva4sADBJOYY 


Aysv[dosoyy 
Aysvdowiosyy 


AUWI09SO.10}U9-O148SV4 


\ 


wnijue owoyAd ‘190uRD ) 
nwoyided [eyonpesjuy UOISIOXT] 
{wo}Ia4ysADO[OYD 
AUL03907}B4SOL G 





[B4oU0r) 


[B4oudr) 


|" 
|" 


suid 
suidg 


[V41vUOr) 


[" 
|" 
[t 
|t 
|" 


[t 


uid 
suidg 
suidg 
suidg 


suidg 


suldg 


[vaoudr) 
jeuidg 


|" 
[" 


suidg 
suidg 


[B41oudr) 


|" 


I 
I 
I 


|" 
|" 


suid 


suid 





uidg 


audr) 
suidg 


muidg 








\SBOIG 4Jo] Ao0URD 
vIusoy 

[VUINFUL 4Jo] PoyVsvoivoUyT 
vIUeYy [vu 

-INSUL JYSL poyes901vo9UyT 

stjlorpueddy 

xtpusdde snousiZues) 
VIUIOY 

[VAOWI] JJo] PoyVsooIv OUT 

Jappv][q|[[es oueiZuery 

svoloutd jo pvoy Jo0uvy 
vIuseYy [vu 

-INBUL JUD pozpVs1901v9UT 
vVIuUley [vu 

“INSUL YYSLU poyesavo1voUy 
BIULIOY 

[VUINSUL JJo] PoyVsddIVOUT 
VlULOY 

[VUINSUL JjJo] poyeVsooivIUy] 

VIUIOY [VIOW OS FYDSIY 

VILIOY [BUINDUL FYSIY 

}Jo] ‘VIusoYy [vUuINsuy 

ja10Uvd JQ0UBD 

IWIWSAVOJOYO snpnopey 
‘BIUIOY [VUOISIO 

-Ul [VIQUDA pozElNFuvsyg 
vIUIOY [VUOIS 








-1NUL JUDIINIDA JUDY] 
windy 
-uv olopAd vuoUtoIeg 





a1q JO sysAo afdiypnyy 
SIyysA0[0YD 
oyeysoid porydoiys0d Ax 


osvys 





7) 


~ 


1 
™ 


~ 


2 


| 


= 
™ 


7 
| 


,] 
™~ 


G 





6F/S8S/ LI 


6b/61/% 





O0S/ 12/4 
OS/S1/Z% 


1IG/L6/2L 





1¢/S1/f 


19/9/F 


09/02/11 
0¢/6/01 
0¢9/22/6 
19/2/61 
St/1I/L 
Lt/$/0l 














o/VUldy] 


od a fa 


a[BIN 
o/BULO 5] 
9o|/ BUOY 


a/R IN 
a [BIN 
a[VIN 


o[VU9y] 


o[VIN 


o/vulo 


av 
a]VUld yy 
av 
avn 
o/ VU S] 
a]vUla gy 


a]vula yy 
oP 
av 
alVula 


o[ BuO) 
9[VIN 

















‘QO 7 
‘Od 
‘Dd 
‘MW 
Ty 
sw 
“Ma 
‘OV 
‘a OL 
yoy 
‘da ‘a 
‘DO 'D 





i SL SS 





62 ALFRED H. IASON 


for example, the fluid requirement may run as high as 4 or 7 liters. If the patient 
begins to show signs of dehydration, it can be assumed that there is a loss of at 
least 6 per cent of his body weight in fluids. 

Sodium chloride is lost, of course, with the fluid in dehydration states. The 
administration of 5 to 10 gm. of salt daily is adequate to maintain a proper level 
of blood chloride. 

The importance of sodium in water balance is too well known to require de- 
tailed discussion. 

It should be borne in mind, however, that sodium functions in the body in 
ion antagonism; regulation of blood pH; maintenance of osmotic pressure: 
source of chloride for gastric HCI and for carriage of carbon dioxide by the blood- 
chloride shift. 

There is no substitute for sodium, though potassium in the cells may be, to 
a degree, replaced by sodium. The functional relations of the body to imbalance 
of water or electrolytes are closely related to the metabolism of sodium, which, you 
will recall, is important in the maintenance of osmotic equilibrium in the body 
and of acid base relationships. 

The daily urine should total about one and one-half liters (3 pints). This, 
when present, is indicative that normal hydration is taking place. 

It can be taken as definite that if the urine contains 5 gm. or more of sodium 
chloride per liter, the patient is not suffering from salt depletion, except after 
intravenous administration of saline. Quantities of 3 gm. or less of sodium chlo- 
ride per liter of urine are indicative of salt depletion. 

If the degree of pathologic dehydration requires an undue amount of fluid, 
it is best not to use an excess of salt, which as everyone knows these days leads 
to water retention in the body and consequently to edema with its train of ill- 
effects. It is best to substitute 5 per cent glucose in water. 

Glucose should not be administered unless there is ketosis, in which case there 
is a tendency to cause or increase diuresis and thus accentuate dehydration. 
(Incidentally, remarkable results have been obtained by the oral administra- 
tion of isotonic sodium lactate solutions to restore fluid and salt balance.) 

Precise measurement of water balance is difficult. It is merely an approxi- 
mate approach. The answer is usually found in awareness of the intake and 
output of fluid; measurement of abnormal losses of secretions (e.g., vomitus, 
drainage from intubation or fistula); knowledge of the patient’s usual weight 
and hospital admission weight; general state of the patient and signs of peripheral 
circulatory collapse (hypotension, hemoconcentration, oliguria or anuria and 
azotemia). In the main, blood studies of the sodium and chloride content, blood 
volume, blood viscosity, carbon dioxide combining power and non-protein 
nitrogen, red cell count and hematocrit values offer certain indications concern- 
ing water balance. (When dehydration occurs, the viscosity of whole blood may 
be three or four times the normal value.) 

The aging person does not tolerate excessive administration of salt and water 
or routine parenteral supply of 3000 ce. fluid a day. The error (and sometimes 
blunder) may be as serious as that of not giving adequate fluid. Patients with 
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indiations of impending pulmonary edema, for example, should not be given 
large quantities of fluid and then preferably a minimal amount of salt. 

When the blood volume is greatly increased by the addition of fluid or blood, 
the left side of the heart becomes dilated and sometimes fails acutely. Pulmonary 
congestion and edema develop. If the condition is not promptly recognized and 
treated, it is quickly fatal. The use of a slow rate of injection, especially in the 
aged, may prevent dangerous overloading. 

When ‘“‘over-load” takes place during transfusion or shortly thereafter, the 
patient becomes dyspneic, orthopneic and cyanotic. Bloody froth is coughed up. 
The venous pressure is elevated. There may be sudden death; otherwise periph- 
eral edema may develop. 

Patients with definite cardiovascular disorders should be given crystalloid 
solutions slowly and carefully. Transfusion of whole blood or plasma should be 
given sparingly and meticulously. 

The actual requirement of sodium and potassium are comparatively small, 
but the ratio between them in the diet is of considerable importance. More 
sodium than potassium is required by the body. 

Potassium is the major base of the body cells. It is of importance in the red 
cell, in the transportation of oxygen and carbon dioxide and regulation of pH. 

The human body is not capable of retaining potassium, even in the presence 
of an extreme hypopotassemia. There is clear evidence that the administration 
of sodium salts increases a potassium deficit (2). 

There is a low serum potassium especially in aged persons recovering from 
diabetic acidosis and in post-surgical states, alkalosis, nephritis and following 
the excessive administration of desoxycorticosterone. 

Net loss of potassium for three days in the aged surgical patient is usually 
fairly well tolerated; however, it should not be permitted to last longer than this 
without replacement. 

Low blood potassium may induce asthenia, flaccid paralysis, ileus and dyspnea. 
It is well to give potassium as beef broth or meat juice, or potassium chloride, 
2 to + gm. daily. 

It is helpful to make a pre-surgical electrocardiogram for all aged patients 
who are to undergo major surgery. During this study, parenteral potassium 
therapy is often begun on the bases of the clinical picture and the electrocardio- 
graphic alterations without waiting for results of serum potassium determina- 
tions. Potassium should be given cautiously in coronary disease. 

Factors which tend to decrease potassium concentration are: limitation of 
food intake; increased renal excretion of potassium owing to acidosis; glucose 
uptake by cells and dilution of extra-cellular fluid with potassium-free fluids. 
Follis et al. (3) produced lesions in the heart and kidneys of rats by the use of a 
diet of low potassium content. 

Potassium losses can be compensated for easily by the oral route. If this is 
not possible, an intravenous infusion of KCL at a concentration of 40 meq., per 
liter; one or two liters a day is adequate. This can be given with glucose. (The 
hydrolysate can also be given subcutaneously.) 
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The nutritional status of the patient, it is obvious, always has an important 
bearing on the final results of a major operation in the aged, as in younger per- 
sons. Severe malnutrition in the aged person is usually noted in malignant dis- 
ease, pyloric obstruction and jaundice. There is hypoproteinemia, avitaminosis, 
especially of Vitamin C. The condition is usually remediable by intravenous 
infusion of protein hydrolysates or blood plasma. When hydrolysates are used, 
the solution must be administered slowly—about 1 liter in two hours. About 
5000 to 6000 calories may have to be provided for the gastric cancer patient. 

There are five technics for giving protein extra-orally; namely, plasma trans- 
fusion, intravenous administration of amino acid solutions, nutrient enema, 
orojejunal feedings, and gastrojejunal feedings. 

The utilization of whole protein and protein hydrolysates depends upon the 
route of administration, the state of the patient and the character of the ma- 
terial. The need of the patient actually determines utilization. It is best not to 
give the hydrolysates immediately after the patient is operated upon. A protein 
allowance of 1 gm. per kilo of body weight may be adequate in old people. 

With the restoration of fluid balance, the degree of anemia can be determined 
and the necessary transfusion of blood be carried out. 

Whole blood (fresh, preserved or stored) is in the main more advantageous 
than any of the blood fractions or plasma substitutes. This, of course, requires 
grouping and cross-matching. 

Blood urea estimations are of great importance in the care of the aged patient 
and the operation must be delayed until the urea content is normal. This is of 
particular importance in concurrent renal disease or prostatic obstruction. 

In the pre-surgical preparation, it is best to use concentrated vitamin solu- 
tions to promote tissue repair or to minimize hemorrhage. 

Antibiotics are also of great value in the pre-surgical stage of surgery for the 
aged person. One hundred thousand units of penicillin may be given every 4 
hours. 


PSYCHOTHERAPY 


An aged patient not uncommonly has a preconceived conviction that it is 
difficult for a person of his age to recover from a major operation. Rhazes, the 
Oriental Galen, wrote that in the treatment of the aged sick, cheerfulness on 
the part of the physician is absolutely essential and that it was incumbent on 
his part to inspire them with hope of recovery even though he himself felt doubt- 
ful of such a fortunate event. 

We, of today, can only echo this benign sentiment. We must instill confidence. 

Older patients, especially men, are less emotional about their disease than 
women. When the stage of resignation is reached, the patient accepts any treat- 
ment that is contemplated. 


ANESTHESIA 


Among the pre-surgical factors that require careful assessment are the medical 
dosages, evaluation of the kind of surgery to be accomplished, duration of the 
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operation and the decision whether palliative or radical surgery is to be carried 
out 

‘The amazing improvement in anesthesia and anesthetics has been a great 
factor in lowering the mortality rate. The kind of anesthesia is determined to a 
large extent by the contemplated surgical technic and the general condition of 
the patient. 

The major factors, as in a younger group of patients who are to undergo major 
surgery, are safety to the patient, convenience to the surgeon and the patient’s 
comfort. 

The administration of an anesthetic to the aged, diabetic person or to one with 
pernicious anemia requires particular consideration. One of the absolute essen- 
tials is the maintenance of a proper oxygen supply during anesthesia. 

The use of cyclopropane is highly advantageous. Elderly patients usually take 
anesthetics well. 

Another advantageous induction of anesthesia is by means of pentothal so- 
dium, intravenously administered and supplemented by nitrous oxide and 
oxygen. 

Small amounts of spinal anesthesia may be used in selected patients. I have 
frequently used epidural or local block anesthesia. 

During surgery, it is well to bear in mind that the following precautions are 
in order: 

(a) Gentle handling of tissues 

(b) Careful hemostasis 

(c) Importance of transfusion 

(d) Proper choice of operation 

(e) Careful suture of the wound 
Some of the post-surgical dangers are, as in some younger age groups: 

(a) Hemorrhage 

(b) Liver failure 

(c) Uremia 

(d) Embolism 

(e) Pneumonia 

(f) Shock 

Circulatory failure, as you are well aware, results from diminished cardiac 
output which is directly owing to inadequate venous return to the heart. Periph- 
eral arterial pressure is reduced despite compensatory vaso-constriction. The 
sudden fall in pressure, it has been repeatedly shown, is attributable to sudden 
decreased peripheral resistance. This has its immediate and remote consequences, 
such as kidney damage, with reduced urinary excretion and reduced plasma 
clearance. In hemorrhagic shock, the replacement is best accomplished with 
whole blood. In severe shock (7.e., depletion of 25 per cent of blood volume) 
the first dose should be between 1000 to 1500 ce. Speed of flow is an important 
factor. The first liter should be given in one-half hour. When the systolic pressure 
has reached a level of 100 mm. of mercury, the flow may be reduced to 5 to 10 
ml. per minute. 
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Post-surgical transfusions are often unnecessary. Blood should be replaced as 
it is lost, so that so far as possible there is no significant alteration of circulatory 
blood volume, with its effects of slowing the circulation, lowering oxygen-carry- 
ing capacity of the blood or leading to shock or vascular complications. 

It is best to give no salt post-surgically during the first 48 hours. 

Gastric tubes should be removed as early as possible. If they are left unduly 

g, they may induce respiratory infections. 

Breathing exercises are extremely important in the prevention of atelectasis. 


long 


Oxygen is administered when necessary. 

Post-surgical sedation should be given in minimal dosage to avoid respiratory 
depression. When prolonged sedation is required, it is best to consult with the 
anesthetist regarding the kind and amount of drug to be used. 

Administration of efocaine intercostally, by nerve block or by infiltration 
around the wound, eliminates severe post-surgical pain for a number of days. 

Early ambulation appears to be of more distinct benefit in the aged than in 
any other group. If possible, the patient should be out of bed and walking a 


little within 24 hours. 
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THi CARE OF OLDER PEOPLE. 
R. fan Maedonald. 
M. Clin. North America (Tulane-Toronto Number) 36: 569, March 1952. 

The care of older people is absorbing an increasing proportion of the social and medical 
facilities of western countries. Despite great efforts which have been made, provisions for 
older people are still inadequate. Part of the reason for this has been the lack of wide under- 
standing of the intimate relationship between medical, social and economic factors as they 
affect old people today. There would be less sickness and despondency, as well as depend- 
ency among them if our economic system did not encourage early retirement and subsequent 
dependence. 

In the treatment of sick old people the ordinary methods of medicine and surgery are 
applicable—with some modifications dependent upon the physiologic and structural changes 
of aging. The doctors should have an optimistic attitude and base their plans of active 
treatment upon the patients’ condition—not upon their chronologic age. 

Constant attention to apparently minor details often results in great benefit to a patient 
If one cannot achieve the first objective of restoring a patient to full activity, one can still 
hope to recover limited activity. A forward looking attitude can bring hope and happiness 
to some old people; otherwise, they might sink into a bedridden or semi-bedridden state of 
querulous invalidism; then they are a burden, not only to themselves and their relatives, 
but also to the community. 


MAJOR SURGERY IN OLD PEOPLE. 
C. A. Haug and W. A. Dale. 
Arch. Surg. 64: 421, 1952. 

As the older age group increases, the problem of surgery for these patients has become 
increasingly important. 

Analysis of 354 major operations in patients beyond sixty in one year has indicated an 
operative mortality rate of 9.0 per cent. (Patient mortality rate of 10.2 per cent.) 

Imergency operations are more dangerous to old patients, as evidenced by a mortality 
rate of 21.9 per cent for emergencies. This compares with a mortality rate of 5.7 per cent for 
elective operations. 

If patients already doomed by the disease process involved are excluded, the adjusted 
death rate would be considerably lower. This indicates how well operations are tolerated 
by patients in this age group. 

Study of the occurring complications indicates the importance of prevention of pul- 
monary lesions. The latter were most frequent in this series. 

Clinical management of patients in the older age group is discussed. General principles 
of management of the common complications occurring in this series are outlined. 


THE AGE TREND OF SERUM CONCENTRATIONS OF CHOLESTEROL AND OF 
§; 10-20 (“*G’’?) SUBSTANCES IN ADULTS. 

A. Keys. 

J. Gerontol. 7: 201, 1952. 

Measurements of cholesterol in serum of 1492 normal men (aged 18 to 75) are compared 
with estimates of the S; 10-20 fraction of lipo-proteins (Gofman). 

Cholesterol and G concentrations are lowest at early adulthood; they rise to a maximum 
in the fifties and show lower values in the sixties. The trends in G and cholesterol are not 
significantly different on the basis of present data. At 50 and 35 the difference in the choles- 
terol means is of similar magnitude to that in men with or without coronary disease. 
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Men developing atherosclerosis have, on an average, higher cholesterol levels than other 
subjects. 

An analysis is made of the possible effect of differential mortality on cholesterol aver- 
ages in populations, as contrasted with the trend in individuals. 


ORGANIZED PLANNING FOR OLD AGE. 
P. Swartz. 
Geriatrics 7: 63, 1952. 

Cooperation of 155 American communities supplied information for the present article. 
This is an indication of the generally growing interest in gerontology and geriatrics. It 
shows that much thought is given to the desire of minimizing the burdens of the aged. 
Eneouraging progress in recreation and leisure time activities, institutional residence 
health services and adult education courses has been made. Nevertheless, it is evident that 
great gaps in service exist throughout the country. Adequate living arrangements are a 
pressing need in all sections. 

Great improvements are essential in many areas for employment: health services, spe- 
cialized home care, personal counselling and financial allowances for the dependent. De- 
velopments cannot be left to chance, and success depends upon planning, as well as upon 
direction in a coordinated fashion. Much could be done with industry. Employment of 
older people in business concerns and industrial plants is already receiving increasing at- 
tention. 

The responsibility of gerontologically minded leaders is to emphasize that mere prolonga- 
tion of life without usefulness is hardly worth the attainment. There are many facets of 
problems confronting old age. They are of biological, sociological, psychological nature. 
They also concern matters of health, economic security, living arrangements, mental condi- 
tions, religion and community adjustment. As such, they merit and demand great considera- 
tion as a unified whole. 


COMMUNITY PROGRAMS FOR THE ELDERLY. 
Harry A. Levine. 
Annals Am. Acad. Pol. Soc. Sc. Jan. 164-170, 1952. 

The constructive use of man’s later years is possible if he is given a sense of achievement. 
Failures in his efforts should be lessened and possibilities developed compensating for im- 
paired capacity. We, therefore, need an activity program in a day center. The above is to 
include medical, psychological and psychiatric facilities, group work, case work and per- 
sonal counseling. This would constructively affect the characteristics of the aged. 

An enormous amount of unused time holds untold possibilities of cultural enrichment. 
Society should, therefore, provide the opportunity. It must enable to fulfill the promise 
offered in prolonged life of man. 

Recreation and activity programs for the older person are particularly a function of 
democratic society. Having made his contribution during lifetime, we owe him the possibil- 
ity of living without frustration and rejection. 

Settlement houses and community centers provide recreational resources. They develop 
club programs and, in certain cases, day center programs. The staff members include case- 
workers, group workers, registered occupational therapists and specialists in activities. 


REHABILITATION IN INSTITUTIONAL GERIATRICS: A PRELIMINARY RE- 
PORT. 
L. Dobrin. 


New York J. Med. 52: 81, 1952. 

The application of the principles and techniques of rehabilitation to a group of 67 men 
and women averaging 76.6 years of age, residents of a modern home for the aged, is de- 
scribed. When properly applied, they render possible the restoration to normal activity of 
elderly individuals suffering from the results of cerebrovascular accidents. The methods 
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are «iso helpful in various types of arthritis, ununited hip fractures, amputations, and a 
larg: variety of life-long disabilities. 

Physical rehabilitation thus makes a great positive contribution to the physical and 
men!:l health of the aged. It actively combats what were once regarded as utterly hopeless 
cases and as progressive infirmities. 

The Department of Physical Medicine and Rehabilitation has taken its place with the 
other services and activities of the institution. They are designed to make life significant 
and worth while for the residents without regard of chronological age. 

In the institution a great many older men and women are living with comprehensive 
modern home and hospital facilities. This also includes carefully worked-out programs for 
physical and mental hygiene. 

In addition to having residents living within its buildings, it also sponsors a home-care 
program. The latter provides older persons with the special assistance which they need in 
order to continue residing in their own homes. 








THE 1953 MEETING OF THE AMERICAN GERIATRICS 
SOCIETY 


The 10th Annual Meeting of the American Geriatrics Society will be held at 
the Hotel Commodore, in New York City, May 28-30, 1953. 

\uthors desiring to submit papers for consideration for the program should 
send six (6) copies of a title and abstract net to exceed 300 words to the secre- 
tary, Dr. Malford W. Thewlis, 25 Mechanic Street, Wakefield, Rhode Island, 
by March 1, 1953. Fifteen minutes will be allotted for the presentation of each 
paper. Papers which are not actually read at the meeting will be listed on the 
program as being “read by title.”’ 

All members who plan to attend the meeting should reserve accommodations 
at the Hotel Commodore at an early date. The meeting is being held just before 
that of the American Medical Association and the hotels expect to be filled to 
capacity. 

The Annual Dinner of the Society will be held on Friday evening, May 29, 
at 7:30 p.m. preceded by cocktails at 6:30 p.m. Women and guests of members 
are welcome. 

The Annual Business Meeting will be held Thursday, May 27. The time of 
this meeting will be announced later. 
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CONTRIBUTIONS TO THE AMERICAN GERIATRICS SOCIETY 





The importance of the pharmaceutical houses has long been recognized 
by men engaged in the practice of medicine. Through well-planned pro- | 
grams of investigation and a sincere desire to make available products of 
the highest quality, these organizations have become an integral part of 
medicine. The pharmaceutical companies have provided fellowships and | 


awards for studies which have resulted in outstanding research and which 


ls 

' have brought about important strides in our knowledge of medical prob- 
uld lems. | 
cre- The American Geriatrics Society wishes to express its appreciation to 
nd, the following companies who have shown their great interest in the prob- 
es lems of geriatrics by making generous contributions to the Society: 
ae The Arner Company, Inc., Buffalo, N. Y. 
a Ayerst, McKenna and Harrison, Ltd., New York | 
| to Bilhuber-Knoll Corp., Orange, N. J. 

Burroughs-Wellcome & Co. (U.S.A.) Inec., Tuckahoe, N. Y. | 

29, Ciba Pharmaceutical Products, Inc., Summit, N. J. 
DeTS Duke Laboratories, Inc., Stamford, Conn. 
aul Schenley Laboratories, Inc., New York 


R. P. Scherer Corporation, Detroit, Mich. 

The Schering Corporation, Bloomfield, N. J. 

G. D. Searle & Company, Skokie, Ill. 

Smith, Kline & French Laboratories, Philadelphia, Pa. 

U.S. Vitamin Corporation, New York Casimir Funk Laboratories, 
Inc. (affiliate) 

Warner-Chilcott Research Laboratories, Morris Plains, N..J. 


Warner-Hudnut, Ine., New York 











THE INTERNATIONAL ASSOCIATION OF GERONTOLOGY 


PROCEEDINGS OF THE First CONFERENCE OF THE EUROPEAN DIVISION OF THE 
RESEARCH COMMITTEE ON BIOLOGY AND MEDICINE 


H6pital de Baviére, Liége University, Belgium 
September 25-27, 1952 
Edited by the Organizing Committee of the Conference: 


Chairman, Prof. L. Brull; members, Prof. A. P. Thomson and Dr. V. Koren- 
chevsky. 

Thirty-four members of gerontological societies from various European 
countries, who are actively engaged in gerontological research, took part in the 
Conference. The Conference was financed by Lord Nuffield and Prof. Brull’s 
Fund. 

Professor Brull was elected President of the Conference. 


List of Members 


Dr. J. Alberti, Department of Pathology, The University, Bilbao, Spain. 

Dr. F. Bourliere, Laboratoire de Biologie Médicale de l'Université, 21, rue de 
l’Ecole de Médecine, Paris. 

Prof. L. Brull, Hépital de Baviére, Clinique Médicale B, Liége University. 

Dr. G. Debry, Department of Geriatrics, Nancy University. 

Prof. A. Delaunay, Institut Pasteur, Annexe de Garches, Garches. 

Prof. J. B. Duguid, Dept. of Pathology, Durham University, Royal Victoria 
Infirmary, Newcastle-upon-Tyne. 

Prof. P. Divry, Clinique Psychiatrique, Liége University. 

Prof. J. Firket, Institut de Pathologie, Hépital de Baviére, Liége University. 

Prof. P. Formijne, Dept. of Medicine, Amsterdam University. 

Dr. T. Geill, Director, De Gamles By, Copenhagen, Denmark. 

Dr. E. Gillis, Geriatric Unit, The General Hospital, Sunderland. 

Prof. A. Haddow, Director, The Chester Beatty Research Institute, Fulham 
Road, London, 8.W.3. 

Dr. Leslie J. Harris, Dunn Nutrition Laboratory, The University, Cambridge. 

Prof. R. Herbeuval, Department of Geriatrics, Nancy University, France. 

Dr. A. D. Herschberg, Centre d’Etudes et de recherches gerontologiques, 292 
rue St. Martin, Paris 3e. 

Dr. 8. Hirsch, Dept. of Pathology, Brussels University. 

Dr. J. A. Huet, 1 Place d’Iena, Paris 16e. 

Prof. E. Jalavisto, Dept. of Physiology, The University, Helsinki. 

Prof. B. C. P. Jansen, Institute of Nutrition, 13, Bachstraat, Amsterdam Uni- 
versity. 

Prof. T. Kemp, Institute of Genetics, The University, Copenhagen. 
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Prot. A. Kennedy, Dept. of Psychiatry, Durham University, Royal Victoria 
Infirmary, Newcastle-upon-Tyne. 

Dr. V. Korenchevsky, Gerontological Research Unit, c/o Deot. of Physiology, 
The University, Oxford. 

Prof. G. O. E. Lignac, Dept. of Pathology, The University, Leiden. 

Dr. W. H. Lloyd, Geriatric Unit, The General Hospital, Sunderland. 

Dr. J. Loiseleur, Institut Pasteur (annexe), 26 rue d’Ulm, Paris 5e. 

Dr. O. Olbrich, Geriatric Unit, The General Hospital, Sunderland. 

Dr. M. Panella-Casas, Hospital of Nuestra Senora de Esperanza, Barcelona. 

Prof. P. Pichot, Centre Psychiatrique, St. Anne, Paris University. 

Prof. P. R. Rondoni, Dept. of Pathology, The University, Milan. 

Prof. J. Roskam, Clinique Medicale A, Hépital de Baviére, Liége University. 

Prof. J. G. Sleeswijk, 32 Frankenstraat, The Hague. 

Prof. A. P. Thomson, Dept. of Therapeutics, Dean of the School of Medicine, 
The University, Birmingham. 

Prof. E. van Campenhout, Institute of Anatomy, Louvain University. 

Prof. F. Verzar, Institute of Physiology, Basel University. 


Programme 


At the sessions of the Subcommittees the following research schemes were 
proposed for informal round-table discussions. 


I. SUBCOMMITTEE ON CLINICAL PATHOLOGICAL PHYSIOLOGY 
Partictpants:—Chairman, Prof. L. Brull; members, Dr. F. Bourliére, Prof. 
A. Delaunay, Prof. J. B. Duguid, Prof. P. Formijne, Dr. T. Geill, Dr. A. Hersch- 
berg, Dr. S. Hirsch, Dr. J. Huet, Prof. E. Jalavisto, Prof. G. Lignac, Dr. H. 
Lloyd, Dr. J. Loiseleur, Dr. O. Olbrich, Prof. J. Roskam. 


Round-table Discussions 
J. Duguid. Arteriosclerosis. 
J. Duguid. Emphysema. 
3. T. Geill. Studies on blood coagulation with a special reference on the occur- 
rence of thrombosis in old people. 


wo — 
. . 


4. J. Huet and A. Herschberg. La Polypeptidemie: moyen de dépistage pré- 
coce du viellissement. 

5. G. Lignac. The biology of death. 

6. J. Loiseleur. Plan des recherches expérimentales pour la mise au point du 
sérum cytotoxique. 

7. E. Jalavisto. Faintness in old people. 

8. O. Olbrich and I. Renney. Changes of renal functions of the aged. 


II. SUBCOMMITTEE ON ENDOCRINOLOGY 


Participants:—Chairman, Prof. A. P. Thomson. 
Members, Dr. F. Bourliére, Prof. L. Brull, Dr. T. Geill, Dr. A. Herschberg, 
Dr. J. Huet, Dr. V. Korenchevsky, Dr. W. H. Lloyd, Dr. O. Olbrich, Prof. E. 
van Campenhout, Prof. F. Verzar. 
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Round-table Discussions 
1. F. Bourliére. Thyroid function in old age and in arteriosclerosis, human 
and experimental. 
2. E. van Campenhout. Influence of aging on the structure and function of 
the endocrine glands. 
3. J. Huet and A. Herschberg. Les implants polyhormonaux dans la préven- 
tion de la sénescence. 


Ill. SUBCOMMITTEE ON CELLULAR BIOLOGY 


Participants:—Chairman, Prof. A. Haddow. 
Members, Prof. Firket, Dr. L. J. Harris, Prof. T. Kemp, Dr. V. Korenchevsky, 
Prof. P. Rondoni, Prof. E. van Campenhout. 


Round-table Discussions 


1. A. Haddow. Enzymatic constitution of cells with aging. 

2. V. Korenchevsky. Morphological changes of cells with aging. 

3. V. Korenchevsky. Role of the smallest metahyperplastic nests of cells 
in development of tumors in senescence, and the causes producing these nests. 


IV. SUBCOMMITTEE ON PSYCHIATRY 
Participants:—Chairman, Prof. A. Kennedy. 
Members, Prof. L. Brull, Prof. P. Divry, Dr. E. Gillis, Dr. V. Korenchevsky, 
Dr. W. H. Lloyd, Dr. O. Olbrich, Dr. P. Pichot, Prof. J. Roskam, Prof. A. P. 
Thomson. 


Round-table Discussions 


A. Kennedy and QO. Olbrich. A psychomatic approach to the problem of mental 
inefficiency in old age: plan for an investigation of the relation between psycho- 
logical changes and physical variables in the psychotic incidence of old age. 
P. Divry. Senile plaques in the brain. 


V. SUBCOMMITTEE ON NUTRITION AND METABOLISM 


Participants:—Chairman, Prof. B. C. P. Jansen. 
Members, Dr. F. Bourliére, Prof. L. Brull, Dr. L. Harris, Prof. E. Jalavisto, Dr. 
V. Korenchevsky, Prof. F. Verzar. 


Round-table Discussions 


1. B. Jansen. Nutrition in old age. 

B. Jansen. Nutritional experiments on rats. 

.. Brull. Thyroxin and nutrition in mice. 

A. P. Thomson. Studies in the biochemistry of the aged. 

5. V. Korenchevsky. Metabolic and gastro-intestinal autointoxications in 


oo 


2 
3. 
t. 


the processes of aging. 
6. L. Brull. Optimal diet for the elderly (General discussion). 
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VI. GENERAL DISCUSSION AND BUSINESS MEETING 


P:tessor Thomson, the Chairman of the European Division of the Research 
Comrnittee, in closing the Conference, summarized the opinions of the members 
on the value of the Conference as follows: 

The Conference was an experiment and there is no doubt that it has proved 
a great suecess. The unusual features of its organization were its aim (round-table 
discussion on research projects) and that we extended invitations to distinguished 
people who were not directly concerned with the problems of gerontology al- 
though the character and quality of their work had suggested that it would be 
interesting to have their comments on those problems. Their contributions have 
added to the variety of our proceedings and have been quite unexpectedly stimu- 
lating. We are all greatly indebted both to Professor Brull and Dr. Korenchev- 
sky for the work they have done in connection with it. I have no doubt that the 
General Research Committee (President: Dr. W. O. Thompson) and the 
Governing Body of the International Association of Gerontology (President: 
Prof. E. V. Cowdry) would like to consider your tentative conclusions and sug- 
gestions for the future. 

The Conference subsequently approved the following: 

|. ‘'wo new sub-committees were established in the European Division of the 
Research Committee to study 

1. psychiatry 

2. genetics. 
Prof. Kennedy and Prof. Kemp respectively were elected Chairmen of these 
sub-committees. 

2. It is suggested that the General Research Committee and the Governing 
Body should consider the problem of establishing sub-committees analogous to 
those in the European Division so as to facilitate international interchange of 
opinions and results. 

3. Sessions for the Research Committee should be organized in connection 
with the third International Gerontological Congress, which will be held in 
July, 1954 in Oxford. The Research Committee would prefer these Sessions to 
take place at the same time as the usual meetings of the Congress because they 
feel they would not interfere with the Congress proceedings and only compara- 
tively small proportions of the members of the Congress would be interested in 
the activities of the members of the Research Committee. 

4. The following subjects were suggested tentatively for round-table discus- 
sion at the Research Sessions of the III Congress in Oxford in 1954: 

a) Changes in cells with aging, with a particular examination of the com- 
pensatory hypertrophy in the cells of tissues and organs in cases of degenerative 
changes and diseases accelerating the processes of aging (suggested by Koren- 
chevsky and Brull). 

b) Changes in the function of the thyroid in, and effects of its hormone and 
of iodine compounds on, the processes of aging, in particular on the changes in 
the span of life, growth, nutrition and also on arteriosclerosis (suggested by Brull 
and Bourliére). 
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c) The psychosomatic approach in the problem of mental inefficiency in the 
elderly (suggested by Kennedy and Olbrich). 

a) Genetical aspects of aging (suggested by Kemp and Korenchevsky). 

It was agreed that the Research Committee should have discretion to alter 
these if events or new developments made it desirable. 

5. Various research projects, as detailed in the program, were considered 
in the round-table discussions. 

As a result of discussions, certain alterations were made in the two projects ag 
follows: 

a) The project suggested by G. Lignac was modified (Duguid and Firket) ag 7 
follows: 

“A geographical investigation of the causes of death in cases suitable for 
statistical examination, preferably organized and directed by a Permanent Com- 
mittee of the specialists.” 

b) The project suggested by Jalavisto was amended to the following: 

“Dizziness and falling fits in the elderly’’ (Thomson, Olbrich, Geill). 








